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HOW THE DOLLAR WAS SPENT 
IN ONE 300 BED GENERAL HOSPITAL 


Nursing service 





Pharmacy and medical supy 
X-ray and labora 


Operating room, delivery room 
other professional seri 


Nutrition seriwees 


Housekeeping, laundry and maintenance 





Administration and general sert 





TOTAL EXPENDITURES $695,000 $2,950,000 


HOSPITAL COSTS —YESTERDAY, TODAY AND TOMORROW 





SIMMONS 
COMPANY 


Make Your Emergency Rooms HAUSTED 


DIVISION 


More Efficient with... 














Ask your Simmons Contract 
Representative or Hausted 
Salesman for a live 
demonstration in 

your hospital. 








Whatever the emergency problem, versatile, flexible 
Hausted Conver-Table has been proved in many 
hospitals the answer for ideal patient care. 


Basically, the Conver-Table is a wheel stretcher, but it 
converts instantly to a portable examining table. Its many 
uses enable it to replace several pieces of equipment. 


Note how the litter top folds down for gynecological work 


...and the convenient knee crutches and leg holders. 


SIMMONS COMPANY 
HAUSTED DIVISION 


MEDINA, OHIO 





Fingerprints through an examination glove? 


Yes... it actually can be done! Such sensitivity is yours for the first time in 
the new WILSON TRU-TOUCH* Disposable Vinyl Examination 
Glove -the most sensitive finger-tips next to your own. Non-constricting 
...seam-free construction. In a marketing study, more physicians 
preferred ‘Tru-Touch to conventional examination gloves. A product of 
BECTON, DICKINSON AND COMPANY, RUTHERFORD, N. J. 


®WILSON AND TRU-TOUCH—-TRADEMARKS 64761 
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IBM CUSTOMERS GAIN FROM EACH OTHER. IBM’s Programmed 
Applications Library centralizes customer-proved pro- 
grams which are available free of charge. 


This deck of IBM Cards can save you 
up to 80% of programming costs 


As an IBM customer, you enjoy free 
access to an extensive library of tested 
hospital accounting routines. Each pro- 
gram comes to you complete with punched 
card deck and flow diagram. 

For example, the program package for 
hospital accounting with an IBM 
RAMAC® 305 Data Processing System 
now covers: In-Patient Billing (including 
insurance prorating) ¢ Payroll e Inventory 
Control e General Ledger Accounting 


By taking advantage of the IBM Pro- 
grammed Applications Library, you dras- 
tically reduce the time it takes to get your 
IBM System into full operation...get a 
return from your machine investment 
months sooner. 

Get all the facts from your IBM Hos- 
pital Representative. He can tell you 
about proved solutions to the data proc- 
essing needs of hospitals large and small. 
Call him at your local I8M office. 


DATA PROCESSING 
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THE ‘HEALTH’ OF OUR HOSPITAL ELEVATORS has always been maintained 
by specialists—OTIS maintenance men. Since 1950, we've found that these men have a wide 
variety of skills and an unmatched knowledge of parts, assemblies, functions, replacement 
procedures, testing and adjusting. How dependable has OTIS Maintenance been? First of all, 


it has always been available in a matter of minutes from the local OTIS office. For routine or 


emergency service. And it has kept our Passenger and Service Elevators operating like new 


for eleven years—to our complete satisfaction! 
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Conducted by the Sisters of the Third Order Regular 
of St. Francis, Allegany, N.Y., the hospital of Our 
Lady of Lourdes was opened in 1950. It is a general 
medical and surgical hospital of 362 beds and ranks 
with nation’s newest and finest. In 1960, it handled 
10,252 admissions, 3,027 newborn, 4,154 operations, 
178,400 laboratory procedures, 24,128 X-Ray ex- 
aminations, and 40,184 out-patient visits. 

The School of Nursing Building, part of a planned 
development program, was opened in 1960. 


we 
oe 


hospital | elevators 


OTIS ELEVATOR COMPANY - 260 ELEVENTH AVENUE + NEW YORK 1, N.Y. 
OFFICES IN 297 CITIES ACROSS THE UNITED STATES AND CANADA 
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Control light 
in every room 
at lower cost 


TRADEMARK — PATENT FEMOHNG 


THE NEW ELECTRONIC LIGHT CONTROL 


Here’s a practical, economical way to provide 
precise control of lighting intensity in nearly 
every room of your hospital. 

A turn of the Dreamliter knob lets you dial 
bright, efficient light for examinations or clean- 
ing . . . any desired in-between stage for other 
activities . . . warm, restful atmosphere for 

atient rooms... and safe, economical night 
ight. Use Dreamliter in patient rooms, exami- 
nation rooms, offices, laboratories, reception 
rooms, staff living quarters. 

This modern, solid-state electronic device 
efficiently reduces the flow of electricity as it 
dims lights. You save on electricity, and light 
bulbs last longer. Compact Dreamliter fits 
easily into a standard, single wallbox. It wires 

like an ordinary two-way 
switch and can re- 
place one, using the 
same switchplate. 
Each unit will control 
600 watts of incandes- 
cent lighting. 
ASK YOUR ELECTRICAL CON- 
TRACTOR. If he doesn’t have new Dreamliter 
yet, write or call our Customer Service 


Department. 


TRADEMARK — PATENT PENDING 


from Electro-Solid Controls, Inc. 
8019 Bloomington Freeway + Minneapolis 20, Minn. 








haspital assochaiien meeiings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 
1961 
Sept. 25-28—63rd Annual Meeting, Atlantic City (Convention Hall) 
MEETING AND INSTITUTE 
CALENDAR 


THROUGH NOVEMBER 1961 


(American Hospital Associction Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


JUNE 


18-20 Michigan Hospital Association, Grand Rapids (Hotel Pant- 
lind) 

19-2] Administrators’ Secretaries, Chicago (AHA Headquarters) 

)9-23 Hospital Pharmacy (General), Albany, N.Y. (Sienna College) 

21-23 North Carolina Hospital Association, Asheville (Grove Park 
Inn) 

24-29 International Convention of X-ray Technicians, Montreal 
(Queen Elizabeth Hotel) 

25-30 American Medical Association, New York City (Coliseum) 

26-28 Comité des Hopitaux du Québec, Montreal (Show Mart) 

26-28 Supervision, Little Rock (University of Arkansas Medical 
Center) 


JULY 


2-7 American Physical Therapy Association, Chicago (Palmer 
House) 
12-14 Mississippi Hospital Association, Biloxi (Buena Vista Hotel) 
16-21 19th Annual Institute of the American Association of Hos- 
pital Accountants, indiana University, Bloomington 
3l-Aug. 4 Hospital Purchasing (Advanced), Kansas City, Mo. 
(Bellerive Hotel) 


AUGUST 


7-11 Hospital Pharmacy (General), San Francisco (Guy S. Millberry 
Union, University of California) 
24-26 Canadian Association of Physical Medicine and Rehabilita- 
tion, Saskatoon, Sask. (Bessborough Hotel) 
29-30 Credits and Collections, Portland, Ore. (Hotel Benson) 


SEPTEMBER 


7-8 Montana Hospital Association, East Glacier Park (East 
Glacier Hotel) 

11-15 Hospital Engineering, Washington, D.C. (Willard Hotel) 

11-15 Central Service Administration, Chicago (AHA Headquarters) 

23 American Association of Hospital Consultants, Atlantic City 

(Shelburne Hotel) 

23-25 American College of Hospital Administrators, Atlantic City 
(Convention Hall) 

25-28 American Association of Nurse Anesthetists, Atlantic City 
(Convention Hall) 

29-Oct. 8 American Society of Clinical Pathologists, Seattle (Olym- 


pic Hotel) 


OCTOBER 








2-4 Hospital L dry M g t and Operation, Baltimore 
(Lord Baltimore) 


2-6 American College of Surgeons, Clinical Congress, Chicago 
(Conrad Hilton Hotel) 

2-6 American Nursing Home Association, Cleveland (Pick-Carter 
Hotel) 

2-6 National Federation of Licensed Practical Nurses, Inc., St. 


Paul (Saint Paul Hotel) 
(Continued on page 8) 
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eBAKEY 
OF DACRON 


Dacron seamless arterial grafts and aortic 
bifurcations are made to the precise specifications of 
Michael E. DeBakey, M.D., and members of the 
Department of Surgery, Baylor University; by the 
U.S. Catheter & Instrument Corp. 


With these Dacron grafts and our present line of 
Teflon grafts, C. R. Bard now provides the 

most comprehensive line of vascular prostheses ever, 
offering the surgeon one source for the widest range 
of types and sizes...immediately available 

through leading surgical/hospital suppliers. 


For clinical references and technical data, request 


C. R. Bard catalog supplements Teflon 3-R and Dacron 10 
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NEWEST 
GRAFTS ADDITION T0 


THE BARD 
iN 


O.R. BARD, ING, 





Busy traffic areas’ 


Now...clean and polish floors in one 
operation with this new 3M System 


SAVE TIME and labor on floor care with this new spray 
method using “SCOTCH-BRITE” BRAND Floor Maintenance 
Pads. To prepare floor, sweep or dustmop area to be 
cleaned. With a water-wax-detergent solution in a spray-gun 
or spray-bottle, lightly spray ahead of machine. “SCOTCH- 
BRITE” Pad picks up dirt and buffs dry in one operation. 
Your floors are kept at a higher level of appearance with 
less strippings. 


“SCOTCH-BRITE” PADS work on any 
floor machine. Won’t splash, won’t 
rust...can be rinsed in clean water, 
dried quickly and reused. Get a free 
demonstration on your floor. Write: 
3M Co., Dept. ACA-61, 900 Bush 
Avenue, St. Paul 6, Minn. 





cG. US. PAT 








ve * orr 
SCOTCH-BRITE” 
FLOOR MAINTENANCE PADS 
**SCOTCH-BRITE 1S A REGISTERED TRADEMARK OF 3M CO., ST. PAUL 6, MINN. 
Mitanesora ftmins ano \ffanuracturine company 
+s WHERE RESEARCH IS THE KEY TO TOMORROW 








5-6 Saskatchewan Hospital Association, Regina (Hotel Sas- 
katchewan) 


9-12 American Association of Medical Record Librarians, Phila- 
delphia (Benjamin Franklin Hotel) 
9-13 Nursing Service Administration, Chicago (AHA Headquarters) 


10 Hospital Association of Rhode Island, Providence (Sheraton- 
Biltmore Hotel) 


10-12 Associated Hospitals of Alberta, Calgary (Hotel Palliser) 

11-12 Vermont Hospital Association, Burlington (Vermont Hotei) 

11-13 Hospital Safety and Insurance, Dallas, Tex. (Adolphus Hotel) 

11-13 Missouri Hospital Association, St. Louis (Sheraton-Jefferson 
Hotel) 

12 Association of Delaware Hospitals, Dover 

12-13 Nebraska Hospital Association, Lincoln (Cornhusker Hotel) 

16-17 National Council on the Aging, New York City 

16-17 Idaho Hospital Association, Boise (Elks Lodge) 

16-19 Staffing Departments of Nursing, Cincinnati (Sheraton-Gib- 
son Hotel) 


16-19 American Dental Association, Philadelphia (Sheraton Hotel 
and Convention Hall) 


17-18 South Dakota Hospital Association, Sioux Falls (Sheraton- 
Cataract Hotel) 

17-19 British Columbia Hospital Association, Vancouver (Hotel 
Vancouver) 

19-20 Arizona Hospital Association, Phoenix (Ramada Inn) 

19-21 West Virginia Hospital Association, Morgantown (Morgan 
Hotel) 

22-24 Oregon Hospital Association, Eugene (Eugene Hotel) 

22-25 Colorado Hospital Association, Boulder (Harvest House) 

22-27 American Society of Anesthesiologists, Inc., Los Angeles 
(Statler Hilton Hotel) 

23-25 Ontario Hospital Association, Toronto (Royal York Hotel) 

23-27 California Hospital Association, San Diego (El Cortez Hotel) 

24-27 American Dietetic Association, St. Louis (Jefferson-Sheraton 
Hotel and Kiel Auditorium) 

25-28 American Association, of Blood Banks, Chicago (Drake Hotel) 

26-27 Washington State Hospital Association, Yakima (Chinook 
Hotel) 


NOVEMBER 


1-3 Indiana Hospital Association, French Lick (French Lick Hotel) 
2-3 Oklahoma Hospital Association, Tulsa (Mayo Hotel) 
2-4 Hospital Directors of Medical Education, Chicago (AHA 
Headquarters) 
5-11 American Occupational Therapy Association, Detroit 
6-10 Physical Therapists, Miami Beach, Fla. (Deauville Hotel) 
6-10 Hospital Pharmacy (Specialized), Chicago (AHA Headquarters) 
8-10 Maryland-D.C.-Delaware Hospital Association, Washington 
(Shoreham Hotel) 
9-10 Kansas Hospital Association, Hutchinson (Baker Hotel) 
9-10 Minnesota Hospital Association, Minneapolis (Leamington 
Hotel) 
9-10 Virginia Hospital Association, Richmond (John Marshall 
Hotel) 
13-15 Association of American Medical Colleges, Montreal, Quebec, 
Canada (Queen Elizabeth Hotel) 
13-17 American Public Health Association, Detroit (Cobo Hall) 
13-17 Hospital Housekeeping (Advanced), Chicago (AHA Head- 
quarters) 
13-17 Dietary Department Administration, Boston (Somerset Hotel) 
14-16 Directors of Hospital Volunteers (Basic), Denver (Cosmopoli- 
tan Hotel) 
26-Dec. 1 Radiological Society of North America, Chicago (Palmer 
House) 
27-30 Operating Room Administration (Advanced), Indianapolis 
(Sheraton-Lincoln Hotel) 
28-30 Hospital Dental Service (Advanced), Chicago (AHA Head- 
quarters) 
30-Dec. 1 Illinois Hospital Association, Springfield (St. Nicholas 
Hotel) 
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tor more perfect 
intermittent 
positive pressure 


breathing 


the easy-to-use 
chonaghan 


ventalung 


The Monaghan Ventalung leads the way 
to recovery from lung diseases because 
it provides regular, dependable intermit- 
tent positive pressure breathing with 
practically no patient effort while it 
mixes any amount of oxygen (from 40% 
to 100%) with inspired air. 


Your patient is comfortable and content 
in hospital, doctor’s office, or home. 
Useful in many locations throughout the 
hospital, the Ventalung provides inter- 
mittent or constant nebulization, oper- 
ates from either a piped system or a gas 
cylinder with equal simplicity and ease. 
It is also equipped for either push-button 
or automatic resuscitation. 


4° PRODUCT OF & 
On. gv? 
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For Adults 


For Children 


When your patient stands in need of intermittent positive pres- 
sure breathing for faster recovery, think first of the best... 
Monaghan. 


For details write Monaghan 
500 ALCOTT STREET e DENVER 4, COLORADO 


for the name of your nearest representative or dealer. 





... for better hospital housekeeping 
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NOW AVAILABLE ses NEW SBI-24 ANTISTAPHYLOCOCCAL 


multi-purpose hospital disinfectant 


A powerful combination of two antibacterial agents. 
Effective against Gram-positive and Gram-negative 
bacteria. SBT-24 kills antibiotic-resistant staphylococci 
and other pathogens including streptococci, coliforms, 
Pseudomonas, Proteus and Salmonella. 

SBT-24 destroys most dermatophytes and mildew 
organisms. 


SBT-24 kills on contact, maintains residual activity. 
It is nontoxic and nonirritating. SBT-24 disinfects 
and cleans in one operation. Use in the O.R., isolation 
rooms; on equipment, floors, walls, in toilets, and many 
other areas of possible contamination. SBT-24 kills 
odor-causing bacteria and disinfects mops and equip- 
ment while in use. 


For protection in all areas — Use SBT-12 in the laundry for long- 
lasting bacteriostatic finish on linens, blankets, gowns, etc. 
Use SBT-12 Hospital Antiseptic Spray for spot disinfecting 
of mattresses, bedsprings, shoes, wheels of equipment and 


many other uses, 


For information and sample, write Dept. SBT 


LEVER BROTHERS COMPANY, Industrial Division, 390 Park Avenue, New York 22,N.Y. Re 


HOSPITALS, J.A.H.A. 





introducing He authors 


Charles G. Roswell, director of 
training, research and special stud- 
ies division of the United Hospi- 
tal Fund of New York, states in 
his article beginning on page 42 
that pertinent facts surrounding 
hospital costs need to be’ known 
when considering the wants and 
desires of patients and their con- 
cern over rising costs. 

Mr. Roswell was assistant di- 
rector and controller, St. Luke’s 
Hospital, New York, from 1934 to 
1940. From 1940 to 1954, he was 
consultant on hospital accounting 
and assistant director of the United 
Hospital Fund. After two years 
with the accounting firm of Mac- 
Nicol, Roswell & Co., he rejoined 
the United Hospital Fund in 1956. 

A member of the American Hos- 
pital Association, Mr. Roswell is 
a former chairman of the Commit- 
tee on Accounting and Business 
Practices. He also holds member- 
ship in the American Public Health 
Association, American Institute of 
Certified Public Accountants and 
the Hospital Administrators So- 
ciety. 

Mr. Roswell is also affiliated with 
Columbia University, where he is 
adjunct associate professor, School 
of Public Health and Administra- 
tive Medicine, and is a guest lec- 
turer at Long Island University 
and New York University. 

Mr. Roswell received his B.S. 
and LL.B. degrees from Saint 
John’s University, Brooklyn, N.Y. 


Roger Klein, executive vice presi- 
dent, Syracuse (N.Y.) Memorial 
Hospital and professor of admin- 
istrative medi- 
cine, State Uni- 
versity of New 
York, Syracuse, 
discusses the art 
of decision 
making in his 
article begin- 
ning on page 49. 

Mr. Klein, 
who received 
his master’s de- 
gree in hospital 
administration from the Univer- 


MR. KLEIN 
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sity of Chicago, was assistant su- 
perintendent, Cleveland City Hos- 
pitals from 1951 to 1955. He was 
assistant professor in the School 
of Public Health, University of 
Pittsburgh from 1956 to 1958, and 
also director of the hospital ad- 
ministration research study for the 
Association of University Programs 
in Hospital Administration. Prior 
to his present position, he was di- 
rector of the graduate program in 
hospital administration, Emory 
University, Atlanta, Ga. 

Mr. Klein is a member of the 
American College of Hospital Ad- 
ministrators, American Hospital 
Association and the American Pub- 
lic Health Association. He is the co- 
author of the Georgia Case Study 
Guide on Hospital Law and co- 
editor of The Profession of Hospi- 
tal Administration. 


Lillian F. Garrity, coordinator of 
orientation and training, Univer- 
sity of Florida Teaching Hospital 
and Clinics, 
Gainesville, dis- 
cusses a re- 
fresher course 
for inactive 
nurses in her 
article begin- 
ning on page 69. 

Miss Garrity 
has been in her § 
present position f 
since 1959. Be- 
fore that she 
gained professional experience in 
several hospitals including Me- 
morial Hospital, Sarasota, Fla., 
where she was a staff nurse and 
also educational director and nurs- 
ing administration supervisor, and 
Worcester (Mass.) City Hospital, 
where she held a dual position as 
surgical supervisor for five surgi- 
cal units, including thoracic, neu- 
rosurgical and gynecological spe- 
cialties, and instructor in surgical 
nursing in these specialties. 

Miss Garrity, a graduate of Wor- 
cester City Hospital School of 
Nursing, received her B.S.N. from 
St. Anselm’s College in Man- 
chester, N.H. 


MISS GARRITY 








THE ARMSTRONG 


BABY INCUBATOR 


MODEL 188 


A BIG Incubator 
Easy to Clean 


¥) 


Controlled Heat, 
Humidity, and Oxygen 


The Ultimate in Isolation 


A Complete Unit 
with Air Filter, 
Nebulizer, 
|. V. Stand 
and Storage Cabinet 
on 5” Casters 


Write, wire or phone collect for 
complete details. 


THE GORDON ARMSTRONG CO., INC. 


1501 EUCLID AVENUE CLEVELAND 15, OHIO 


Available in Canada from Ingram & Bell, Ltd., 
Toronto —Montreal—Winnipeg—Calgary—Vancouver 








American’s 
DYNA*PAK. 
Laundry Press 


the surest way to spoil your employees 


...and yourself ! 


You get more from 


merican 


American Laundry Machinery Industries 
Cincinnati 12, Ohio 


Operators will be spoiled by the DYNA-PAK’S 
fast, smooth operation. It’s quiet, too—-a real 
pleasure to work on. (We have to caution you 
though —if you have several press operators 
you'll probably have to buy each of them a 
DYNA-PAK Unit). 


Maintenance Engineers will be spoiled 
by the DYNA-PAK’S unusually simple design. No 
toggles, cams, levers or pivots to lubricate, adjust 
or replace. Only nine lubricating points (7 grease, 
2 oil). And, up to 400 fewer parts than any other 
laundry press now on the market. 


Plant Managers and foremen will be spoiled 
by the new, higher standards they get in produc- 
tion and quality of work. DYNA-PAK’S ease of 
operation keeps employee morale high, makes the 
training of new operators a snap. 


You Too, will be spoiled by the way DYNA-PAK 
out-produces every other press you’ve ever seen. 
No other laundry press has such instant response, 
such smooth, quiet, shock-free action. No other 
press can match it for fine quality finishing. No 
other press will make so much money for you. 

Don’t wait. You owe it to yourself to try a 
DYNA-PAK soon. Ask your nearby American rep- 
resentative to show you one in action or mail 
coupon for Catalog AK 230-002. 


American Laundry Machinery Industries ALM-805 
Cincinnati 12, Ohio 


Send Catalog AK 230-002 on American’s 
DYNA-PAK Laundry Press. 


Name 





Firm Name 
Address ; 
City Zone State 














BEST THING 
NEXT TO A FLOOR ... 


GEERPRES 
MOPPING OUTFITS 


90% of floor mopping cost is labor... 
can you afford not to use the best tools? 


Faster Mopping—Squeezes mop uniformly dry. Faster and 
easier to operate. 


Less Effort—interlocking rack and pinion geared wringer 
multiplies pressure. 


Long Life—No parts to warp or crack. Electroplated wringers. 
Enclosed gears. No bolts or rivets in bucket. 


Saves Floors—Mop is squeezed DOWN, not up! Non- 
splashing . . . design of chassis and buckets pre- 
vents injury to floors, walls and furniture. 


Ask your jobber for new catalog or write to: 


WRINGER, INC. 


P. O. BOX 658, MUSKEGON, MICHIGAN. 
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ordinary 
sterilizers 


Vacamatic is NOT an ordinary sterilizer. 
It doesn’t even look ordinary. 

This new Central Service Sterilizer 
utilizes advanced principles of sterilization to 
achieve its tremendous speed and positive effi- 
ciency. Vacamatic draws ultra-fast vacuums be- 
fore and after each load, thus permitting instantly 
microbicidal pressure steam temperatures of 275° F. 








In fact, so swift . . . so positive is Vacamatic 
that it processes a full load of linens in just 
15 minutes... in contrast to 70-80 minutes for 
ordinary sterilizers .. . about five times faster. 





‘But time is not the only barrier Vacamatic 
overcomes. It provides positive assurance that 
even the most dense packs are properly sterilized 
(due to high prevacuum and instantly micro- 
bicidal action of pressure steam at 275° F.). 
Fabrics have longer life because of the ultra- 
short exposure period ... and Vacamatic saves 
vital space in Central Service. 











Smart styling of the new Vacamatic is in keep- | 
ing with the most modern concepts of hospital 
decor. Handsome stainless steel facing plus an 
aqua and red control panel accent the beauty 
of Vacamatic. ; \ 
And finally the easy operation of this advanced 
unit. The operator simply selects the type of 
load and presses the ‘‘Start’’ button. It’s that 
simple . . . that positive. Vacamatic’s “electronic 
brain” does all the rest. ' %¢ 
Wouldn’t a new high efficiency Vacamatic Sterilizer 
fit into your Central Service sterilization program? 


| Please write for ‘“Vacamati:: Breakthrough” Brochure SC-303. 
f() 
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AMERICAN 
STERILIZER 


PENNSYLVANTEA 


World’s largest designer and manufacturer of 
Sterilizers, Surgical Tables, Lights and related 
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Indications and effects: Solu- 
Cortef is indicated when in- 
tense corticosteroid effect is 
necessary in various situa- 
tions including acute adrenal 
cortical insufficiency, bilateral 
adrenalectomy, shock unre- 
sponsive to standard antishock 
therapy, acute hypersensitiv- 
ity reactions, disseminated 
lupus erythematosus in re- 
lapse, and overwhelming in- 
fections with severe toxicity. 
Administration and dosage: 
Sterile Solu-Cortef may be ad- 
ministered intravenously or 
intramuscularly, the intrave- 
nous route being preferred in 
emergencies. The initial dose 
is 100 mg. or 250 mg., depend- 
ing on the severity of the con- 
dition, injected over a period 
of one-half to one minute. 
This dose may be repeated at 
intervals of one, three, six and 
ten hours, depending on the re- 
sponse and clinical condition. 
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Precautions and contraindications: Careful man- 
agement rec c : 
tained therapy, 
manifestations such as sodium retention, 
edema, excessive potassium loss, and nega- 
tive nitrogen balance. Solu-Cortef is contra- 
replacement 
cortical insuffi- 
ciency) in patients with tuberculosis, herpes 
simplex woratitis, chronic nephritis, acute 
Psychosis, Cus *s syndrome, peptic ul- 
cer, and predtamattion thrombophie- 
bitis. Existence of congestive heart failure, 
hypertension, diabetes, osteoporosis, or 
chronic psychiatric disorders requires that 
Solu-Cortef be administered with extreme 
caution. In the presence of infection, the 
causative organism must be brought under 
contro] with appropriate antibiotics; other- 
wise Solu-Cortef should be discontinued. 


Supplied: In 2 cc. 
250 mg. 
hydrocortisone sodium 
0 cc. vial containing 100 mg. hydrocorti- 
succinate) 


Mix-O-Vial* containing 
or 100 mg. hydrocortisone (as 
succinate), d in 


sone (as hydrocortisone sodium 
per vial. 


100 mg. @lain vial) 
Each vial contains 
Hydrocortisone 100 

(as hydrocortisone sodium suetnate) 
Sodium biphosphate .... 0.8 mg. 
Sodium phosphate, exsiccated . . rx; meg. 
Also availa ible in carton with one 2 cc. 
ampoule injectable sterile water. 


250 mg. Mix-O-Vial 
Each Mix-O-Vial contains: 
Hydrocortisone 250 
as hydrocortisone sodium succinate) 
Sodium biphosphate 2 
Sodiu ee 
Methylpara abe 
Propy!lparabe “yy 4 
Water for Injection 


exsiccated. . 


Peace ok sph 1.8 ec. 


100 mg. Mix-O-Vial 
Each Mix-O-Vial contains: 
Hydrocortisone 
(as hy drocortisone sodium siceinate) 
Sodium biphosphate 0.8 
Sodium phosphate, 
ethylparaben 
Propylparaben .... 
Water for Injection 


exsicc ated . 


when standard 


antishock 
measures fail 


acme cent: 


In shock resulting from trauma, 


surgery, or overwhelming infection, 
Soiu-Cortef* triggers vasopressor 
effects. As a result, patients 

often respond to Solu-Cortef 
when standard antishock measures 


_ have failed. 


*Trademark, Reg. U. S. Pat. Off. 


restore and maintain maintain hemodynamics 


= “Solu. Cortef 


1. V. HYDROCORTISONE 


The ‘Kam Company 
Kalamazoo, Michigan 
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> TWENTY-TWO CLEVELAND HOSPITALS 
BRING SUIT AGAINST COUNTY—An un- 
precedented legal action on behalf 
of 22 voluntary hospitals in Cleve- 
land was brought against Cuya- 
hoga County Commissioners on 
May 31. The suit, filed by the 
Cleveland Hospital Council, was 
prompted by the county’s termina- 
tion of a policy of paying most of 
the care of needy patients in hos- 
pitals. 

The object of the suit is to se- 
cure a judicial determination of 
the county’s responsibility to the 
“sick-poor.” The petition asks the 
court to invalidate the various di- 
rectives which have marked the 
county’s withdrawal from respon- 
sibility for the sick-poor. 

The county previously paid for 
the hospital care of persons whose 
incomes failed to meet the stand- 
ards established by the state’s wel- 
fare department of the minimum 
amount of income a person needs 
to maintain health and decency. 
Since January the county has ruled 
ineligible for county aid those per- 
sons whose incomes are higher 
than 80 per cent of the state’s min- 
imum standard. According to the 
hospital council, this policy dis- 
qualifies approximately half of the 
sick-poor who enter hospitals for 
care. 

The hospitals charge that the 
county’s action is arbitrary, un- 
reasonable and fails to comply 
with the Ohio law. Voluntary hos- 
pitals in the city are unable to bear 
the cost of caring for the sick-poor 
without county aid, and one hospi- 
tal has already been forced to cut- 
back on its service. 


. N.J. SENATE URGED TO DEFEAT UNION 
MEDICAL PLAN BiLL—Royal A. Schaff, 
M.D., president of the Medical- 
Surgical Plan of New Jersey (Blue 
Shield), has urged members of the 
New Jersey state senate to kill a 
bill which would enable labor or- 
ganizations to establish their own 
medical plans. 

The bill (A.197), which passed 
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the assembly several weeks ago, 
would eliminate the provision that 
no trustee of a plan may be elected 
unless his nomination has been ap- 
proved by a medical society with 
at least 2000 members. It also 
eliminates the provision that at 
least 51 per cent of the physicians 
in a county must participate in the 
plan. 

Dr. Schaff declared this removed 
a safeguard to subscribers “since 
determination of available services 
and the payments to be made for 
them should continue to be in the 
hands of trustees who have the 
approval of the physicians who 
make the plan possible.” He also 
pointed out that it would make it 
difficult for a subscriber to find a 
physician or surgeon of his choice 
readily available. 


> REPORT FROM WASHINGTON—The 
Kennedy Administration is op- 
posed to a House-passed $10 mil- 
lion grants program (H.R.7035) 
for construction of hospital re- 
search facilities outside of the Hill- 
Burton hospital construction act. 
The Administration said that this 
type of program is desirable, but 
should fit into Hill-Burton activi- 
ties. This is the stand taken by the 
American Hospital Association 
as stated in testimony to the cur- 
rent Congress. 

A second new program added to 
the Department of Health, Educa- 
tion, and Welfare funds bill was 
also opposed by the Administra- 
tion. The program would provide 
$5 million for cancer research fa- 
cilities grants, over and above the 
appropriation for the National 
Cancer Institute. 

@ The Housing Act of 1961 bill, 
which was scheduled for Senate 
floor consideration beginning June 
2, would extend federal urban re- 
newal programs to hospitals. Spe- 
cifically requested by the AHA as 
a significant help in the renovation 
and modernization of urban hospi- 
tals, the bill would amend Section 
112 of the current Housing Act to 
include hospitals. The Senate bill 


(S.1922), also would increase the 
ceiling for intern, resident and stu- 
dent nurse housing under the co)- 
lege housing loan program, and 
would give additional aid in hous- 
ing programs for the elderly. 

@ Federal grants and payments 
reflected developing health pro- 
grams in Washington. Figures for 
vendor payments made in March 
1961 to medically indigent aged 
under the Kerr-Mills program 
showed an increase of 2814 recipi- 
ents over February. Average pay- 
ments, however, dropped from 
$206.27 to $187.69. Final grants 
for fiscal 1961 under the Health 
Research Facilities Program were 
announced by the Public Health 
Service. A total of $4,696,031 was 
granted to 32 institutions in 20 
states. 

A new tally on the college hous- 
ing loan program reported on ac- 
tions in April 1961. Under housing 
for student nurses, interns and 
residents, one project involving 
$750,000 in federal funds was ap- 
proved. Two more projects involv- 
ing $2,250,000 were in the April 
active reservations category. (De- 
tails p. 100) 
> TEXAS HOSPITAL ASSOCIATION MEETS 
IN DALLAS—Differing views on the 
best method of providing health 
care for the aged, as well as the 
unanimous approval of a plan for 
construction of a headquarters 
building, were high points of the 
32nd annual meeting of the Texas 
Hospital Association, May 14-17 in 
Dallas. 

Alanson Willcox, general coun- 
sel of the U.S. Department of 
Health, Education, and Welfare, 
discussed the Anderson-King bill, 
while W. R. McBee, executive di- 
rector of the Blue Cross-Blue 
Shield in Texas, gave his support 
to voluntary health insurance sys- 
tems, 

The new headquarters building, 
to be constructed in Austin, will 
be the first facility constructed for 
the specific needs of a state hospi- 


tal association. The $200,000 build- 
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ing is expected to be completed 
early in 1963. (Details p, 107) 


> UPPER MIDWEST HOSPITAL CONFERENCE 
HELD IN ST. PAUL, MAY 10-12—The use 
of automation and electronic de- 
vices in the hospitals of the future 
was discussed at the Upper Mid- 
west Hospital Conference in St. 
Paul, May 10-12. Ian A. Brown, 
M.D., director of medical research, 
Electronic Medical Systems, Inc., 
St. Paul, predicted that the in- 
creasing use of such equipment in 
the years ahead will help in meet- 
ing future demands for more hos- 
pital beds and better medical care 
at lower cost. 

Home care was another topic 
covered at the meeting. Claire F. 
Ryder, M.D., chief, long-term ill- 
ness program, Division of Chronic 
Diseases, U.S. Public Health Serv- 
ice, Washington, D.C., emphasized 
that no stereotyped pattern of 
home care can be devised that will 
fit all communities. (Details p. 108) 


> HOSPITAL-PHYSICIAN RELATIONS TOPIC 
IN SAN FRANCISCO—Warren L. Bos- 
tick, M.D., president-elect of the 


California Medical Association, 
told the 3lst annual convention of 
the Association of Western Hospi- 
tals in San Francisco that any sys- 
tem of hospital-physician relations 
must put “each party in a sense of 
responsible independence.” He said 
that there were more forces bring- 
ing hospital and physician special- 
ists closer than setting them apart. 

Russell A. Nelson, M.D., direc- 
tor of the Johns Hopkins Hospital, 
Baltimore, and immediate past 
president of the American Hospital 
Association, pointed out that there 
had been a steady march of medi- 
cal and surgical practice into the 
hospital, and said that if physi- 
cians and hospitals are to work 
constructively together, there must 
be no domination by either. (De- 
tails p. 112) 


> MIDDLE ATLANTIC HOSPITAL ASSEMBLY 
HELD MAY 17-19—An inside look at 
hospital and health care in Canada, 
South America and Russia was 
featured at the Middle Atlantic 
Hospital Assembly in Atlantic City, 
May 17-19. Nearly 4000 hospital 
representatives from New York, 


New Jersey and Pennsylvania at- 
tended the meetings. 

Samuel H. Rubin, M.D., director, 
department of medical education, 
Fitkin Memorial Hospital, Neptune, 
N.J., supported medical education 
departments in community hospi- 
tals at another session of the as- 
sembly. (Details p. 110) 


> NATION'S MAJOR BLOOD-BANKING 
SYSTEMS AGREE ON EXCHANGE—The 
American National Red Cross and 
the American Association of Blood 
Banks began an exchange of blood 
and donor replacement credits on 
May 27. The agreement allows for 
exchange of blood through an in- 
terorganization clearinghouse ar- 
rangement on a national basis, and 
marks the culmination of five years 
of negotiations conducted by a 
joint committee of the two agen- 
cies. 

The agreement will increase the 
availability of whole blood, make 
donor replacement more conven- 
ient for patients and alleviate can- 
cellation of elective operative pro- 
cedures because of blood shortages. 
(Details p. 113) 





jand Protect 
Damaged Corners 


CEMENT-ON 
CORNER GUARDS 


Any exposed corner can be 
repaired and protected perma- 
nently and inexpensively — in 
just a few minutes! 

Wilkinson Stainless Steel Cor- 
ner Guards are applied by a 
special mastic cement. No prep- 
aration of the wall is necessary 
except to remove loose particles 
and dust. Models to fit any cor- 








ner angle. 





VA Hospitals. 


Stick-On Corner Guards also 
available for areas subject to 


less abuse. 
Write for complete literature. 


WILKINSON CHUTES, 


Wilkinson Cement-On Corner 
Guards are used extensively in 


INC. 





aVAY 





619 East Talimadge Ave., Akron 10, Ohio 





This Finely Constructed 


| HEAVY DUTY CUTTER 


. for cutting pins, nails, plates and 
wires used in surgery . .. is the result of 
long study in this field. Sharp-edged, 
well balanced, it affords extreme cutting 
power. Made of alloy steel, and heat- 

treated for strength and lasting 
edge life. Heavily chrome plated 
fo resist corrosion. Length, 15”; fits 
office sterilizer or medical bog. 
Ask your dealer for No. 977. 


TREMENDOUS 
LEVERAGE! 


BERBECKER 


15L EAST 26TH ST., NEW YORK 10, N. Y. 
Surgeons’ Needle Specialists 
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Right tray... Risht patient 


To your patient, the right food can be as important as the right 
medication. Ident-A-Band positively identifies your patient — 
the first step in making sure the tray (or medication) is right. 


ident-A-Band 


made only a 


Hollister incorporated, 833 N. Orleans St., Chicago 10 «¢ in Canada, Hollister Limited, 160 Bay St., Toronto 1 7 Holsters 





SH THE PROUD 
PARENTS YOU SHARE 
HEIR PRIDE... 

GIVE 


{(atSeR 


C [Te Wee 
BI RTH, CERTI FICATES 


In vubli relations, as in friendship, it’s 





often the “little things” that count most. 
A birth certificate may seem to be small 
amid the complicated details of running a 
hospital. But anything connected with 
the birth of a baby is magnified in the 
eyes of the parents. That’s why Hollister 
Inscribed Birth Certificates are such 
effective builders of goodwill. 


In every way a Hollister Certificate shows 
that you care . . . that you too are proud 
of the important event. Styled by leading 
designers and LithoGraved® on finest 
diploma parchment paper that will never 
fade, Hollister Inscribed Certificates are 
appreciated for their Heirloom quality. 
The cost is small, but the goodwill 


earned is priceless. Send for your new 


portfolio—including actual samples—of 
Hollister Inscribed Birth Certificates. 





METHODIST HOSPITAL 


LUBBOCK, TEXAS 


Certificate of Birth 





> — 


Shi oe fsa 


was born to 

in this Hospstal at otloch, _.m. on 

the 19 

In Witness W hereof the said Haspital has caused this Certificate to 
be signed by) is dy authorized officer, and ts Official Seal to be 
he io 

833 N. Orleans St., Chicago 10 7 


In Canada, Hollister Limited 
160 Bay St., Toronto 1 





NEW PILLOW SPEAKER 

WITH REMOTE CONTROLS PUTS 
SERVICE...SECURITY...ENTERTAINMENT 
AT PATIENT’S FINGERTIPS 


Executone’s advanced engineering—and thorough 
knowledge of hospital problems—has produced 

this remarkable multi-purpose pillow speaker. The 
new unit is an audio-visual nurse-call cord set... 
a high-quality sound reproducer . . . radio station 
and TV channel selector . . . and volume control— 
all in one. Check these unique features: 


@ Eliminates the expense and clutter of individual radios. Brings 
entertainment from one central source. Patient may choose any one of 
five channels of AM or FM broadcasts, recorded music, chapel services, etc. 
@ Separate TV control provides simplest possible channel selection. 
@ Reception is clear, uniform, static-free. Patients in adjoining beds are 
free to choose radio or TV programs independently, without interference. 
% Patients who prefer to sleep or read are not bothered. 
FROM N @ Nurse call button—and selector buttons—have durable palladium 
EXECUTONE: contacts of special design, for utmost reliability. 
: @ Sturdy housing has high resistance to shock and moisture; can be 


A REVOLUTION quickly sterilized. 


IN BED-CARE @ All patient-nurse conversations utilize the separate wall station, to 
. assure clear uninterrupted voice communication at all times. This 


COMMUNICATIONS! P ultra-sensitive unit can monitor even the faintest sounds in a patient’s 
>» ; room... can’t be fouled or disengaged. 


) 


@ Foolproof volume control affects only entertainment; does not alter 
patient-nurse communication level. 


@ Bed clamp cannot be removed or lost . . . will not stain or damage linens. 


@ Entire cord-set is instantly removable . . . can be freely interchanged 
with other specialized Executone cord-sets (geriatric, explosion-proof, 
etc.) If the plug is accidentally pulled out, nursing personnel is 
automatically summoned. 


@ Wall station lights assure patient of proper call registration and 
maintenance of his privacy. 


ADVANCED EXECUTONE SYSTEMS FOR NEW AND EXISTING HOSPITALS 


Audio-Visual Administrative Doctor's Register Sound Distribution 
Nurse Call Systems Communications and Message Center Systems and Paging Systems 


meme Meee Ee ee SS SS SS Se se Sl ee 
For detailed information, write to: 
Executone, Inc., 415 Lexington Avenue, Dept. C-5, New York 17, N.Y 


Name 








Liecilone *: : 


Address 
COMMUNICATION and SOUND SYSTEMS In Canada: 331 Bartlett Ave., Toronto 
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Now with Velva-Soft-G 


hospital linens 
can fight infections 


These companion photomicrographs show Velva-Soft-G’s effective antibacterial 
control on a laundered sheet placed in a suitable medium seeded with Staphylo- 
cocci. At left is the untreated sheet with dark “‘staph”’ colonies growing profusely. 
At right is the sheet treated with Velva-Soft-G. This picture clearly shows that 


Velva-Soft-G inhibited bacterial growth. 
22 
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What Velva-Soft-G is: 


It is a special cationic fabric softener with 
specific antibacterial chemicals to control 
a wide spectrum of germs, including the 
antibiotic-resistant strains of Staphylococ- 
cus aureus. Because of its cationic charge, 
Velva-Soft-G readily attaches itself to fab- 
ric when it’s applied in the last cycle of the 
laundering operation. 


Why it was developed: 


Resistant strains of Staphylococcus aureus 
are held responsible for patient infection 
in many hospitals. Velva-Soft-G was de- 
veloped to help hospitals’ over-all environ- 
mental sepsis program—by controlling the 
spread of organisms on lint. The final for- 
mula evolved from variations tested on 
approximately three million pounds of 
hospital-washed linens. 


How it controls germs: 


Effective with the first application, Velva- 
Soft-G does two important things. (Regu- 
lar laundering techniques do not do them.) 


1. It gives fabric an antibacterial shield 
which remains effective even in prolonged 
storage. Velva-Soft-G effectively inhibits 
bacterial growth all the time linens are 
used. It continues to be effective in the 
crucial time when linens are being returned 
for re-washing and re-treatment. 


2. Itsubstantially reduces the incidence 
of air-borne infection through lint control. 
Bacteria literally ride on the lint particles 
from patient to patient. Lint is caused by 
fiber breakage. Velva-Soft-G’s lubricity re- 
duces fiber breakage and subsequent lint 
formation. 


Velva-Soft-G does even more: 


It softens all fabrics to increase patient 
comfort. It eliminates ammonia formation 
and odorin urine-soiled linens. Velva-Soft-G 
controls many strains of mildew-causing 
fungi which can be a problem when soiled, 
damp linens are stored prior to washing. 
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It is not toxic to patients: 


Hospitals have evaluated Velva-Soft-G on 
linens used for many months without find- 
ing a single case of dermal sensitization 
due to Velva-Soft-G. 


It is economical: 


The cost is less than 3¢ per patient, per 
day. This should be considered in view of 
the objective of controlling infection on 
all hospital-treated linens. Velva-Soft-G 
can provide certain operating economies, 
too. It makes the laundry load easier to 
handle; reduces extraction and drying time; 
and eliminates static electricity for faster 
feed through the flatwork ironer. In addi- 
tion, all treated fabrics will have a longer 
wear life because Velva-Soft-G’s fiber lu- 
bricity reduces breakage. 


Organism Counts on Treated and Untreated Linens* 











| Suds | 
Treatment | Ist 2nd 


*Upper figure represents beginning of operation, lower figure the end. 


Sour Over-all 
| Ist 2nd 3rd 4th Bath 


Avg. 











| Total Organisms per M1.* 





| 1. Water Only 
; (no load) 





| 2. Regular Load (bed jackets) | 100 | 130 
| Never treated with germicide | | 170 | 110 





| 3. Regular Load (bed jackets) 
Treated with Velva-Soft-G 
before patient use 











2 
1} 1 


225 | 165 
110 | 290 | 200 


3] 1] 6 


| 
|e} a 





The over-all average indicates that Velva- 
Soft-G apparently reduced the high growth 
of organisms to the virtually germ-free level 
of the tap water. 


For technical information on clinically- 
proven antibacterial treatment for hospital 
linens with Velva-Soft-G, please write: B. J. 
Augst, Manager, Industrial Soap Division, 
Armour and Company, 1355 West 31st 
Street, Chicago 9, Illinois. 


ARMOUR AND COMPANY 


Industrial Soap Division 
1355 West 31st Street 


gues Chicago 9, Illinois 
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Individual 


Patient 


S| Safety 


FEATHERWEIGHT | FORMFITTED 


Stull 


DISPOSABLE SCALPEL 





Formfitting grip wt : i: & Sterile and Ready 
allows complete 4 - oh 

freedom of surgi- 
cal dexterity. 


for Instant Use... anywhere 


Here’s the answer to the need for a practical, 
professional emergency scalpel. 


Featherweight, perfectly balanced handle 

with blade affixed is guaranteed sterile and 
Professions! Surgical Blades pyrogen-free. Sterilon Duo-Wrap packaging of 
of the world’s finest high each instrument permits complete asepsis 
tempered Swedish carbon i upon entering sterile field. Requires no special 
steel insure extra sharpness I : ; a : ; 
and rigidity with highly sensi- previous handling because it’s sterile until 
tive balance. Sterilon Dis- package is opened. 
posable Scalpel available with 
the following blades: Steriton’s Disposable Scalpel is recom- 
No. 10 — Stock No. S-10 : : 

mended for em i r 
in? aia Miner iee 44 or emergency Surgery, aus , outu e 
No. 20 — Stock No. $-20 removal, pathology, doctor’s office surgical 


Other sizes on request. procedures and house calls. 


Also ask your Supply Dealer about the Sterilon Cath-Pak, or write 


ceeamm maces] * 
_— =. 
Quality is Our Cornerstone CORPORATION 500 Northland Ave., Buffalo 11, N.Y. 


STERILON LABORATORIES, Fayette, Alabama STERILON OF CANADA, LTD., Niagara Falls, Ont. 
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“Germs, schmerms! 
. I just cleaned 


this floor!” 








Yes, but... 

Only cleaners with SANTOPHEN 1 
kill harmful microbes of all kinds... 
and keep on killing! 


Cleaners and disinfectants containing Santophen 1 
destroy both Gram-positive and Gram-negative 
microbes—including infection-causing staphylococcus 
aureus and tubercle bacilli. And products containing 
Santophen 1 don’t ‘“‘give up’”—they keep on killing 
for weeks. Dirt doesn’t cut the anti-pathogenic power 
of Santophen 1 cleaners. 


They are pleasant and 
gentle as a June breeze 


Santophen 1 cleaners and disinfectants, murder on 
microbes, are easy on people. At normal-use dilution, 
they provide a wide margin of safety against skin 
irritation. Have a mild, pleasant odor (easily masked 
if desired). And Santophen 1 formulations won’t stain 
or damage clothing, upholstery, carpeting, or hos- 
pital linens. 


They are economical and popular 


Santophen 1 formulations give more “microbe kill” 


per dollar than any other phenolic-type germicide! They 
are used wherever safe, sanitary cleanliness is re- 
quired—in disinfectant-cleaners, surgical instrument 
cleaners, floor cleaners, rest room cleaners, diaper 
rinses, anti-fungus preservatives, mildewcide deter- 
gents, rug shampoos, laundering compounds. 


For a list of manufacturers making 
cleaners and disinfectants containing 
Santophen 1, mail this handy coupon: 


SANTOPHEN: Monsanto TM for ortho-benzyl-para-chloropheno! 


MONSANTO CHEMICAL COMPANY 
Organic Chemicals Division 
Department 4443N 

St. Lovis 66, Missouri 


Please send me a list of manufacturers making products 
that contain Santophen 1. 


NAME 

EMPLOYER 

STREET 

CITY ZONE STATE 


If you would like additional technical information on Santophen 1, write on your business 
letterhead for the booklet, “Santophen 1... a versatile germicide.” 








@ first choice 


WITH NURSES and 
HOSPITAL BUYERS 
because they’re 


@ ALWAYS AVAILABLE 


—No more cutting, sewing and storing 
muslin wrappers. Do away with laun- 
dering, drying, folding and mending. 
Save time, save space. 


@ EASY TO USE 


—The only paper designed to handle 
like cloth—no change in technique re- 
quired. Edges drape when unfolded to 
provide sterile field. 


@ RE-USABLE 
WITH SAFETY 


—Hospitals report 8 
to 10 uses out of 
Sterilwrap sheets, as 
many as 12 to 24 
from glove envelopes 
and cases. 100% 
sterility assured for 
much longer periods 
than with other wraps. 








FOR WRAPPING SUPPLIES 
TO BE AUTOCLAVED 


The modern woy to wrap supplies for 
autoclaving. Not just another ordinary 
commercial paper, Meinecke Steril- 
wraps are formulated under rigid lab- 
oratory control specifically for hospi- 
tal sterilizing needs. Strong, easy to 
handle, won't crack or stiffen—ond 
the initial cost is the complete cost! 


TEST STERILWRAPS 
—send for FREE sample test kit, 
folder and prices—TODAY! 


MEINECKE & CO., INC. 


Over 65 Years of Continuous 
Service to the Hospitals of America 
221 Varick St., New York 14 
Branches in Los Angeles and 
Sunnyvale, Calif., 

Dallas, Chicago & Columbia, S. C. 





ghiniens and ideas 


LETTERS TO THE EDITOR 





The administrator’s office 


|| Dear Sir 


Please let me take this oppor- 


tunity to commend you for the 


publication of the article by Mr. 
Austin J. Evans in the April 1, 
1961, issue of the Journal, entitled 
“Let’s put the administrator in his 
place’. This is one of the finest 
articles that I have read on the 
subject, and I also would like to 
commend Mr. Evans for it. 

If you have not planned to do so, 
I would certainly suggest that this 
article be incorporated in TRUSTEE. 
I would welcome ten copies of the 
article for distribution to the mem- 
bers of our Hospital Authority.— 
GEORGE E. LINNEY, administrator, 
Griffin-Spalding County Hospital, 
Griffin, Ga. 


* * * 


Dear Sir 
The article, “Let’s put the ad- 


ministrator in his place”, was ex- 


| cellent. 


Would you have anyone with 
enough enterprise to do an article 
on hospital business managers?— 
EDWARD J. TAFT, business manager, 
Erie County Tuberculosis Hospital, 


Erie, Pa. 


Dr. Bluestone’s award 


Dear Sir 

I always welcome HOSPITALS, 
J.A.H.A., but the March 16, 1961, 
issue was especially welcome with 
its cover picture of Dr. E. M. Blue- 
stone and the story announcing 
that he is to receive the Amer- 
ican Hospital Association’s Distin- 
guished Service Award. 

“It couldn’t happen to a nicer 
guy’’—nor one more worthy of this 
honor. He has always been among 
the leaders in the quality of his 
thinking, and though this led him 
to some lonely spots at times, he 
never lacked courage or courtesy 
in holding to his ideas and ideals. 
His quiet passion for good patient 
care, his impeccable standards and 
his sense of dedication made him 
stand out among the many. 

He hasn’t changed, just ripened, 
as the years have come and gone. 


In honoring Dr. Bluestone, the 
AHA reflects its own high stand- 
ards of integrity and dedication.— 
JANET M. GEISTER, Chicago. 


Admitting office procedure 
Dear Sir 

Alton Ochsner Sr., M.D. makes 
a superior presentation in ‘“‘Obliga- 
tions of the hospital to the patient’s 
relatives”, in the April 1, 1961, is- 
sue of the Journal. It is embar- 
rassing that this comes from an 
illustrious physician rather than 
from an administrator. 

An accompanying photograph, 
however, is at variance with a per- 
sonal belief that all business ma- 
chines, including typewriters, 
should be banished from admitting 
offices. 

The admitting clerk’s continual 
turning back and forth from pa- 
tient to typewriter is psychologi- 
cally objectionable. The admitting 
clerk cannot avoid greater concern 
for accurate typing than for devel- 
oping rapport with the patient. 

Whenever a typewriter is used 
to prepare a multiple-part form, 
noise is increased, often to the 
point that both the patient and the 
admitting clerk must raise their 
voices. The felony is sometimes 
compounded by using in the same 
room and in the presence of the 
patient a Graphotype or a “flat- 
bed” typewriter, both of which 
make a boiler factory seem quiet. 

For a contrast, go to the credit 
office of any large department 
store to open a charge account. The 
interviewer records all information 
on a small one-part form in pen. 
After you leave, she will go else- 
where and type up the many forms 
required. Here, the profit motive 
commonly dictates that she does 
not ask your age. She will form a 
mental impression on this point 
which she records after you leave. 
While this is not directly applica- 
ble to hospitals, a lesson can be 
drawn from it. 

This procedure need not require 
either more personnel or more 
space.—Davip V. SHAw, hospital 
consultant, New York. Ld 
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Super Flaker Model DF-4. Makes 
up to 100 Ibs. of perfect crushed 
ice daily. Stores 40 Ibs. in self- 


Super Flaker 
Model SF-2F. 
Produces a 
continuous 
flow of up to 
550 Ibs. of 
crushed ice 
daily. Similar 
models are 
also available 
with daily 
capacities of 
350, 1050 and 
2000 Ibs. 


Ui 


3 


Super Flaker Model SF-3W- 
SFA. Makes up to 1050 Ibs. per 
day, stores 350!bs. Similar models 


contained insulated bin. 


Super Flaker Model SF-8 Makes 
a continuous supply of up to two 
tons of crushed ice daily . . . ideal 
for volume ice users! Takes only 
5 sq. ft. of floor space. 





make 200, 350 and 550 Ibs. daily. 





Super Bin with Super Flaker. 
Choose among 16 models de- Model SD-2. Handy drink dis- 
signed as companion units for penser makes and stores its own 
Scotsman Super Flakers. Model ice . . . up to 550 Ibs. per day! 
shown stores 750 Ibs. of ice. Single-head model also available. 











Modernize with Modern Ice...Step up to a 


SCOTSMAN! 

















Super Cuber Model DC-3. 
Makes up to 50 Ibs. of perfect 
cubed ice daily. Stores 35 Ibs. in 
self-contained insulated bin. 


Super Cuber Model SC-200F. Super Cuber Model SC-500E. 


Makes up to 225 Ibs. per day, 
stores 150 Ibs. Similar model 
makes 110 Ibs., stores 75 Ibs. 


Makes up to 500 Ibs. of 100% pure 
Super Cubes daily. Stainless steel 
bin stores 400 Ibs. of ice. 








DOZENS OF SCOTSMAN MODELS FOR EVERY ICE NEED! 


SCOTSMAN 


YES? Please send complete details, 
° including new “Ideas on Ice” 
booklet on Scotsman Ice Machines. ‘ 


= 


NAME 





ADDRESS. 





CITY. ZONE STATE 
MAIL TO: SCOTSMAN ICE MACHINES 
Queen Products Division of King-Seeley Thermos Co 
106 Front Street, Albert Lea, Minnesota 
EXPORT OFFICE: 15 William St., New York, N.Y. 
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Crane Fan-Coil units fit the temperature to 


Lutheran General Hospital, 
Park Ridge, IIlinois. 


Architects: 
Burnham & Hammond. 
Consulting Engineers 
E. R. Gritsch & Associates. 
Genera! Contractors: 
William E. Sweitzer & Co. 
Heating Contractor: 
Thomas J. Douglass & Co 


















the 


patient all year ’round in this 316 bed hospital 


New Lutheran General Hospital has some 
of the most advanced design features of 
any hospital in the country. It has year 
‘round air conditioning throughout — pro- 
vided by Crane fan-coil units. These remark- 
able units automatically heat, cool, control 
room temperature. Have individual thermo- 
stats in every room. Give patients person- 
alized comfort in any season. And there are 
no ducts to carry bacteria, noise or odors 
between rooms. Units operate quietly. Do 
not interfere with radio or television recep- 


tion. Can be installed either free standing 
(as shown above) or recessed in walls or 
ceilings. 

Crane fan-coils keep costs down. Each 
one operates independently. You can turn 
them off in unoccupied rooms. And because 
expensive ductwork is eliminated, installa- 
tion costs are lower, too. 

Each unit contains a heat transfer coil, 
a motor and two quiet blower fans. They are 
connected to a central boiler and water 
chiller. Use either steam or hot water for 


winter heating . . . chilled water for summer 
cooling. It’s the cleanest comfort there is. 

Lutheran General Hospital is heated by 
two super-efficient Crane 500 H.P. Cyclo- 
therm steam generators that also meet its 
extensive needs for domestic hot water and 
steam for sterilizing. 

For more details on Crane fan-coils and 
other plumbing, heating and air conditioning 
equipment for hospitals, see your architect 
or contractor. Or write Crane Co., Box 780, 
Johnstown, Pennsylvania. 
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AT THE 
HEART 
OF HOME AND 
INDUSTRY 
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VALVES AND PIPING 
ELECTRONIC CONTROLS 
PLUMBING 
HEATING + AIR CONDITIONING 
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The Huntington 
Patient-Safety 
Program 


How to prevent infection from originating in the hospital. 
That’s the problem. Many hospitals are solving it by returning 
to old-fashioned attitudes toward cleanliness in every depart- 
ment combined with the use of modern, efficient aseptic prod- 
ucts. And they are adopting the basic principles of a Patient- 
Safety Program to set up a common-sense plan-of-attack 
against resistant Staph. and all other infectious agents. 


This practical program features: 


@ More than 100 Huntington products that will effectively 
help combat the spread of infection from the admitting office 
to the O.R. suite, the nursery, everywhere in the hospital. 


@ An intelligent Huntington representative to help you plan 
the program to meet your specific needs. Individual hospital 
aseptic problems differ because of variations in layout, in func- 
tion and in use. The job of the Man behind the Huntington 
Drum is to select the right Huntington product or products 
for your hospital. He will show you how to efficiently and ef- 
fectively use these products to destroy bacteria on all surfaces. 


@ An experienced Huntington representative whose advice and 
suggestions will greatly assist you while building and maintain- 
ing your Patient-Safety Program. His experience in the hos- 
pital aseptic control field averages 19 years. 


@ A company that completely backs up its men and products 
with research laboratories that place quality above all else. For 
over 41 years, these laboratories have been enforcing rigid con- 
trol over the Huntington manufacturing processes. 


Call or write today. Get more details on the Huntington Patient- 
Safety Program. 


\ 
\ Two Huntington products to help you prevent cross-infection: 


\ 

@ GERMA-MEDICA LIQUID SURGICAL SOAP WITH HEXA- 

CHLOROPHENE « Reduces bacteria on the skin well below safe levels. 

Tests have proved its bacteriostatic efficiency. Keeps hands soft and smooth. 

Ideal for the surgeon’s prep and for use at all hospital stations. Germa- 
\ Medica with Hexachlorophene is highly concentrated. It is diluted with up 
\to four parts water per one part soap for very economical use. 


° SAN PHENO X...A HIGHLY BACTERICIDAL GERMICIDE- 
For general-purpose hospital disinfecting. Has a broad bacterial spec- 
trum. Highly effective against Resistant Staph. Easy to use, has a pleasant 
odor. Will not irritate skin or stain or cbrrode metal when used as directed. 


HUNTINGTON 


... Where research leads to better products 


HUNTINGTON @ LABORATORIES 

Huntington, Indiana 

CJ Please send me the free booklet, ‘A Suggested Plan for Infection 
Control in Hospitals.” 

0 Send more information on Germa-Medica Liquid Surgical Soap 
with Hexachlorophene. 

O) Send laboratory reports and other literature on San Pheno X 
Germicide. 

C Have your representative call for an appointment. 























A Patient-Safety Program in action! 

The O.R. suite, the nursery, the admitting office facts are on the back of this page. Read them 
... all hospital areas are included in this common- and discover how you and your Huntington 
sense approach to the problem of environmental representative can design this flexible program 
infections, the Patient-Safety Program. Complete to meet the exact aseptic needs of your hospital. 


HUNTINGTON 


... where research leads to better products 


HUNTINGTON @® LABORATORIES - HUNTINGTON, INDIANA - Philadelphia 35, Pennsylvania « /n Canada: Toronto 2, Ontario 

















An example of Avisco Rayons in Industry 











Medical grade Avisco rayon wins the 
absorbency race every time! 


Two balls of different medical fibers are dropped in water 
at the same time. One of them, made of medical grade QUICK REPLY COUPON 11-14 
Avisco rayon, sinks first. Why? Because it ‘“‘wets out” 


faster. Industrial Merchandising Division 


American Viscose Corporation 
This type of Avisco rayon not only absorbs fluids faster 350 Fifth Avenue, New York 1, N.Y. 
and in greater quantity, but also has many other ad- 
vantages which commend it to the medical and hygienic Please contact me about Avisco Rayons for use in the 
supplier. Avisco rayon staple is practically lint free, has : rt ee 
a minimum of short fibers to pull out on swabbing. tonewing application: 
What’s more, it is clean with no trace of foreign particles. Name 
It does not lose absorbency on the shelf and has no static 
hazard, the only man-made fiber permitted for operating 
room use by NFPA Code for Use of Flammable Address 
Anesthetics #56. 


Let us know if you’d like more information. 


AVISCO MRAYON 


AMERICAN VISCOSE CORPORATION, 350 Fifth Avenue, New York 1, N. Y. 


Company. 


Zone State 
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Another New @5\feyr 


For *Personal Patient Protection 
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ALL-PURPOSE 
CATHETER 


(In Exclusive Polyethylene 
Peel-back Tray) 


at’s Rubber 
it’s Sterile 








New utility catheter combines the desirable features of the 
Nelaton and Robinson style catheters. May also be used as an 
aspirating catheter. 

Sterilization is achieved under rigidly controlled conditions and 
checked by bacteriological testing before each catheter is re- 
leased. Exclusive heat-sealed package keeps sterile field intact. 


>K A LINE OF COMPLETELY FUNCTIONAL AND LABOR-SAVING 
DISPOSABLES INVOLVING MASS DAILY ROUTINES. 


Complete information furnished on request. Write on your Professional or Institutional letterhead to: 


DAVOL RUBBER COMPANY fieceitcens 
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acchedibahion 
Anoblems 


KENNETH B. BABCOCK, M.D. 


If a psychiatrist called in consulta- 
tion recommends a sterilization on a 
woman because she becomes a mental 
case during pregnancy, is this con- 
sidered sufficient to justify the pro- 
cedure? 


The question you ask is hypo- 
thetical, and calls for the exer- 
cise of judgment. My feeling is 
that if the doctor on the case and 
the consultant believe that preg- 
nancy would be definitely detri- 
mental to the woman’s health, and 
the hospital rules and regulations 
allow sterilization, then the oper- 
ation could be justifiably per- 
formed. Such a decision requires 
careful thought and examination. 
Be absolutely sure as to whether 
your state has any laws bearing 
on sterilizations. 


* * * 


We are a 90-bed hospital. Who de- 
termines the need for brain, lung and 
cardiac surgery when there are no 
trained teams in these fields? Actually, 


the only qualified individual is the 
surgeon himself, 


A recommendation should be 
made to the board of trustees by 
the medical staff that, until tech- 
nicians, nurses and doctors are 
qualified by special training, oper- 
ations in these fields should not be 
attempted in the hospital. The 
ultimate decision is the board’s, 
but they need the guidance and 
recommendations of a responsible 
medical staff. 


May the Board of Trustees of a 
not-for-profit voluntary hospital re- 
quire that all surgery be done only by 
board certified surgeons? 


Yes, but in my estimation it is 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 200 E. Ohio St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his stoff. 
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justification for sterilization 
procedure 


determining need for spe- 
cialized surgery 


surgery by board certified 
surgeons only? 


same-day admissions of 
surgical cases 


who signs autopsy permit? 


not advisable. Both the American 
Medical Association and the Joint 
Commission recommend that board 
certification never be the sole cri- 
terion. Such a ruling is restrictive 
and discriminatory. Board certifi- 
cation usually requires passing 
strict oral and written examina- 
tions. Such certification is highly 
commendable, but of itself does 
not necessarily mean that a man, 
because of it, is a qualified, compe- 
tent and ethical surgeon. 


* + * 


How do the commissioners of the 
Joint Commission regard the practice 
of surgical cases being admitted on 
the day of operation? 


They do not like this practice, 
and will strongly criticize it when 
found. A surgical patient needs 
quiet, operation preparation, and 
possibly drugs. A good history 
should be recorded, and a physical 
examination and other controls be 
made prior to operation. A same- 
day admission is not exercising 
“due care”of the patient. Some ex- 
ceptions are allowable on minor 
surgical cases such as tonsillecto- 
mies and adenoidectomies and re- 
moval of superficial tumors under 
local anesthesia. There are indi- 
cations that more and more hospi- 
tals are requiring 
and adenoidectomy cases to come 
in the night before; I think this is 
good. 


tonsillectomy 


Is it permissible at all under any 
condition for a patient to sign his or 
her own autopsy permit? 


In all but perhaps five states, no. 
In most states the patient can but 
express his wish to the nearest of 
kin or person who has a right or 
duty to bury, but not much more 
than that. The effective authoriza- 
tion must come from this survivor. 
Contact your hospital attorney for 
the proper procedure and an inter- 
pretation of your state law. 
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“vm ROLE 


«* 
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| of the housekeeping staff 


described in free film! 


“Hospital Clean!" explains 
the housekeeping staff's 
vital role in the attack 
against cross-infection. 


One of the most important phases 
of any hospital’s Patient-Safety 
Program is showing the maids and 
porters on the housekeeping staff 
the significance of the work they do. 


That’s why Huntington pro- 
duced the film, ‘“‘Hospital Clean!” 
While not a “how-to-do-it”’ film, 
it stresses the importance of the 
housekeeping staff’s job to help 
protect the health of the patient; 
and it explains the vital role of 
the staff in the fight against cross- 
infection. The film is a tremen- 
dous morale builder, and groups 
that have seen it approach their 
work with new dedication. 

Here’s what some hospital peo- 
ple have said about the film: 


—"'| want to say, | think that it is a morale 
builder for those that have the lowly job 
of scrubbing and cleaning the hospital.” 
Executive Housekeeper, Camden, South 
Carolina 

—"This is an exceptionally good film, and 
the subject has been well taken.” Assist- 
ant Director Nurses, Vancouver, Washing- 
ton 

—“We all thought it very good and received 
much help from the film." Executive House- 
keeper, Williamsport, Pennsylvania 


SCOP ere Beers ease eess® 


poe eee Poets ong, 
aoe? %, 
e® . 
. . 
o* e 
+ 


- “Hospital Clean!" is free. Get it 
"5 on a loan basis from Huntington 
Laboratories, Huntington, Indiana. 
A free pamphlet, “A Suggested 
Plan of Infection Control in Hos- 
¥ , Pitals,” is also available. 


eeveee 


Contact us or our repre- 
sentative, the Man Behind 
the Huntington Drum, for 
more information. 


S| 
HUNTINGTON 4 LABORATORIES 


HUNTINGTON, INDIANA 
Philadelphia 35, Pennsylvania « Toronto 2, Ontario 
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STAMPING OUT ACUTE MUDDLEOSIS OF THE 


WITH THE BRRAINS FROM REMINGTON RAND (p” ‘@” 
Srey 





wp! CANT WE DO SOMETHING 
CW \. | ABoUT OUR NOISY HERD OF 
cw FILING CLERKS UPSTAIRS ?!! 








MAYBE THE BRRAINS 


FROM REMINGTON RAND 
HAVE A SOLUTION... 


i 
(eee 


WE'VE COMPLETELY 
DONE AWAY WITH YOUR 
FILING DEPARTMENT 
UPSTAIRS ! 














SEE, BY 
CONSOLIDATING 
DOWN HERE... 














The annoying symptoms of filing system muddleosis 
vanish when Remington Rand Kard-Veyer® Mechanized 
Filing Equipment is prescribed. 

Never before has it been possible for one person to 
do so much work in so little time, with so little effort, 
and—in so little space. 

The Kard-Veyer® Unit keeps hundreds of thousands 
of record cards all in one cabinet. Touch a button and 
in 3 seconds you have any card you wish. Finding, filing, 
and posting takes seconds—not hours. 

For example, Kard-Veyer® Units in hospitals do an 
outstanding job on such things as the Master Patient 
Index, and the Standard Nomenclature of Diseases and 
Operations. In smaller hospitals, these two classifications 
can be combined in one Kard-Veyer® Unit. For the de- 
tailed story on Kard-Veyer® Units in their many moods 
and models, send coupon for your free catalog. 
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EACH CAN GIVE YOU UP 
TO 1,000,000 RECORDS AT 
THE PUSH OF A BUTTON! 


THESE KARD-VEYER® 
UNITS SHOULD SOLVE 
YOUR PROBLEM. 





























| IMAGINE IT'S THE 

MUSCULAR THERAPY 

WARD THAT MOVED 
UPSTAIRS... 


THAT ?! 




















FILING SYSTEM 








Remington. Rand SYSTEemMs 








Division of Sperry Rand Corporation 
Room 726, 122 East 42nd St., New York 17, N.Y. 


Our filing system is not at all well. Please send free illustrated 
catalog on Kard-Veyer® Mechanized Filing Equipment. 
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TITLE 





HOSPITAL 





ADDRESS 
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service from headguatons 


Medical staff dues 


What are the recommendations of 
the American Hospital Association con- 


cerning assessment of dues to the 
medical staff? 


In 1947 the Board of Trustees of 
the Association affirmed the policy 
that the AHA is opposed in princi- 
ple to the practice of assessing 
medical staff members for the day- 
to-day operation of a hospital. This 
policy was reaffirmed in 1958, at 
which time compulsory assessment 
for fund raising was also opposed. 

Most medical staffs do have some 
sort of voluntary assessment, the 
amount of which and the disposi- 
tion of which is decided by the 
medical staff itself. The amount of 
these assessments varies consider- 
ably. A rough estimate might be 
from $5 to $25 per year. 





These funds are utilized for pur- 
poses which the medical staff be- 
lieves are worthy, such as the 
medical library, special meetings, 
renovation of the physicians’ 
lounge and similar projects. 

—J. R. ANDERSON, M.D. 


Rules for staff conduct 

For some time we have been having 
difficulty with a few staff members in 
regard to physician and nurse rela- 
tionships. Are there any recommended 
rules and regulations that we could 
apply? 

All regulations governing the 
conduct of hospital personnel, in- 
cluding medical staff and nursing 
staff, are the ultimate authority of 
the board of trustees of the hospi- 
tal. Such regulations are usually 
drawn up and recommended by 
those concerned, particularly the 


medical staff and the administra- 
tor. They become effective and 
binding when approved by the 
board. 

The board may delegate enforce- 
ment of sanctions stipulated in the 
regulations by the medical staff it- 
self or by administration, and may 
receive recommendations for dis- 
ciplinary action, such as removal 
from the staff. The board should 
review the matter, including the 
question of the reasonableness of its 
regulations. In most cases, a hear- 
ing is granted to the person against 
whom action is contemplated. Fol- 
lowing such procedures, the trus- 
tees will be ir a position to take 
whatever action they consider in 
the best interests of the hospital. 

Nursing regulations are usually 
established following conference 
between the superintendent of 
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nursing and the administrator. 
Two publications of the Ameri- 
can Hospital Association, Model 
Medical Rules and Regulations 
(1957, 15 pp., 25 cents) and Model 
Constitution and Bylaws for a 
Voluntary Hospital (Rev. 1957, 22 
pp., 75 cents) offer further guid- 
ance in this matter. 
—FREDERICK N. ELLIOTT, M.D. 


Foreign graduate rules 


Under the current regulations con- 
cerning uncertified graduates of for- 








Rts ac se open llc tis 


eign medical schools, is it permissible 
for one of these graduates to act as a 
first assistant in surgery? 


In support of the program of the 
Educational Council for Foreign 
Medical Graduates, it is required 
that hospitals accepted for listing 
by the American Hospital Associa- 
tion or accreditation by the Joint 
Commission on Accreditation of 
Hospitals or for approval of in- 
ternship and residency programs 
by the American Medical Associa- 
tion remove uncertified graduates 





The marked porosity of the Deknatal Humi-Sheath creates a reservoir of 
tubing fluid surrounding the gut. Evaporation is retarded. Normal con- 
ditioning and strength of Deknatal Surgical Gut are thus maintained for 


prolonged periods. 


@ Deknatel Humi-Sheath 

also serves as ligature 
- reel for Deknatel Gut if 

required. 

@ Eliminates storing and 

sterilizing extraneous 

ligature holders. 


For samples of Deknatel Surgical Gut and Needled Gut with the Deknatel Humi-Sheath, write— 


J. A. DEKNATEL & SON, INC. °°-73 222 st., queens Village 29, Long Island, N.Y. 


SURGICAL SUTURES FOR EVERY OPERATIVE PROCEDURE 
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of foreign medical schools from di- 
rect responsibility for patient care. 
This means that medical histories, 
physical examinations, etc., if done 
by these graduates, must be under 
the direct responsibility and su- 
pervision and over the signature of 
a qualified physician. 

It would be impossible for such 
foreign medical graduates to act as 
first assistants at a surgical proce- 
dure. This is most definitely direct 
patient care, inasmuch as the first 
assistant may be required at any 
time to assume the responsibility 
and completion of the operation. 
One could not, however, preclude 
the use of such individuals as sec- 
ond assistants or surgical techni- 
cians who are deemed to be per- 
forming under the responsibility of 
the operating surgeon. 

—FREDERICK N. ELLIOTT, M.D. 


Newspaper advertising 


Our hospital has been approached 
by the representative of a metropolitan 
foreign-language newspaper who urges 
us to insert advertising in this news- 
paper as a means of recruiting hospital 
personnel. Do you have information as 
to whether this would be an effective 
recruitment method? 


From time to time the American 
Hospital Association receives re- 
ports of contact work by foreign- 
language newspapers among hos- 
pitals, generally in smaller com- 
munities. Promises apparently are 
made to hospitals that hard-to-find 
nurses and other professional per- 
sonnel will be reached through for- 
eign-language advertisements and 
thus the hospital will be enabled 
to solve a pressing personnel prob- 
lem. 

Not only do the advertisements 
rarely provide responses from 
qualified and interested potential 
hospital employees, but at times 
the hospitals have been billed for 
advertisements which may never 
have been run, or far in excess of 
the price agreed upon. In some in- 
stances, bills have been submitted 
in spite of the fact that no author- 
ization to run an advertisement 
was ever given. 

—ARTHUR H. BERNSTEIN 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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Disposable syringes of €scon polypropylene 
offer safety, convenience and economy 


New — and better — hospital equip- 
ment of many kinds is now in sight 
because of the unusual combina- 
tion of properties offered by versa- 
tile Escon polypropylene. 

This new disposable Monoject* 
hypodermic syringe is an excellent 
example. Chosen for its chemical 
resistance to both drugs and to the 
ethylene oxide used by the manu- 
facturer for sterilization, economi- 


cal Escon also meets the low-cost 
requirement essential in manufac- 
turing such disposable products. 
Transparent Escon is also used to 
make this protective case which 
can be quickly and easily opened 
to give the operator an all-sterile, 
ready-to-use syringe. 

The ease of molding, low volume 
cost, high strength and design 
versatility of Escon make it ideal 


EXCITING NEW PRODUCTS THROUGH PETRO-CHEMISTRY 


ENJAY CHEMICAL COMPANY 


A DIVISION OF HUMBLE OIL & REFINING COMPANY 
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for use in more and more prod- 
ucts for hospitals. For further 
information, write to Enjay, 
15 West 51st Street, New York 
19, New York. 


*Monoject is a registered trademark of 
Roehr Products Company, Inc. 
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Now...A Really PORTABLE Aspirator 


TOMPKINS 


Complete with Yankaver 
suction tube and 
utility wrench 


Cat. No. 100-65 


COMPARE THESE FEATURES 


@ Totally enclosed heavy duty motor... 
requires no lubrication... rubber mounted to 
insure quiet, vibrationless operation 


@ 32 oz. suction bottle 

Perfectly balanced . . . 
e Simple filtering system...suction gauge 
and regulating valve 


@ Durable finish... Sklar two-tone baked enamel 


Ah 
S LAR 
PRODUCTS 
SLL 
LONG ISLAND CITY, N. Y. 


Sklar Equipment is available through 
accredited surgical supply distributors 
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PEPPERMINT-STRIPE bedspread 
has lively pink, white, blue, sand 
or green stripes woven on a crisp, 
white crinkled ground. Crisp all’s- 
well look! 72" x 90, 99 or 108". 


cao BA + 


CITADEL is made especially for 
hospitals. Has white cord motif on 
yarn-dyed ground of light gray, j 
yellow, aqua, blue, sand, pink, wil- 

, low green, white. 72"x 99 or 101". 


fs 


Pamper the patients, not the Morgan-Jones bedspreads! They're 
beautiful—but carefree. They machine-wash, tumble-dry; go right 
onto the bed without ironing. Worries about unhealthy shedding, 
wrinkling, shrinking are gone forever. Perfect for busy hospitals 
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that want serviceability and smart style, too. 
NEW! INSULAIRE*® BLANKET. Featherlight, yet locks in body heat with Qu- Quo 
its cellular weave. One weight is perfect for winter or summer. 100% cotton, 


atic. t ee - ite. 
no static eanons ed to take 250 vs — claved steam for 45 minutes.White 404 FIFTH AVENUE, NEW YORK 18. N.Y. 


Mail coupon for free swatch folders. 


Morgan-Jones, Inc., Dept. H; 
404 Fifth Avenue, N.Y. 18, N.Y. 


OC) Peppermint Stripe () Citadel OJ Insulaire® Blanket 
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Lehn & Fink 


PROFESSIONAL DIVISION 


newsletter 


TWELFTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTIONS 


suggestions” we have been privileged to offer you on 

staph control have seldom emphasized the phage 
types and strains of staph or their varying antibiotic suscep- 
tibility. Just as you probably do, we consider any strain of 
staph potentially dangerous and the judicious use of anti- 
biotics the province of the physicians and the Infection 
Control Committee. In the March 11th issue of The Journal 
of the American Medical Association (page 886), Doctors 
Wallmark and Finland reveal the interesting results of 
comparing strains of the previous ten years with 1959-1960 
at Boston City Hospital. 1550 strains were isolated. Among 
their significant conclusions are: 


The proportion of strains of staphylococci resistant to 
the widely used antibiotics has continued to increase. 


R= since the first Staph Newsletter, the “significant 


The lowest proportion of resistant strains was obtained 
from outpatients, the proportion increased with length of 
hospitalization and was highest in the strains obtained at 
autopsy. 


As sensitive staph strains are eliminated by antibiotics, 
resistant staph persist, multiply and spread. 


Fortunately, there is published evidence that staph or- 
ganisms which have become resistant to antibiotics do 
not ipso facto become resistant to any one of the L&F phe- 
nolic disinfectants —Amphyl®, O-syl®, Lysol®, or Tergisyl® 
detergent-disinfectant. All are broad spectrum microbi- 
cides which are not only staphylocidal but also pseudo- 
monacidal, tuberculocidal and fungicidal. And we do have 
this suggestion — 


Write today for your copy of our new infection control 
kit titled, “Contamination Control That Works...in your 
Hospital”. In a conveniently index-tabbed jacket we've col- 
lected a variety of pertinent materials. Whether you’re in- 
terested in general housekeeping, isolation units, O.R. and 
recovery, O.B. and maternity, nursery and pediatrics, 
emergency and outpatients, laundry, or the whole hospital 
— you'll find in this kit specific “how, where, and when” 
information on dependable contamination control. Re- 
prints report successful control of infection in well-known 
hospitals, and how it is being done. Brochures give specific 
procedures easy to follow in any hospital. The kit is suit- 
able for use by the Infection Control Committee in re- 
evaluating environmental control throughout the hospital. 
We'll be glad to send each member an individual copy if 
you ask us. Please do. 


When you're talking to some of the doctors in your 
hospital, you may want to tell them about a special clinical 
symposium, “The Hazards of Infection”, scheduled for 
Sunday, June 25, at the Savoy Hilton Hotel in New York 
City. This is the final session of the annual meeting of the 
American College of Angiology and the International Col- 
lege of Angiology which precedes the annual AMA meet- 
ing. The complete two-hour program with names and 
professional affiliations of the participants is too long for 
mentioning here, but if you would like these details please 
let us know. Perhaps you, too, will want to be there. 


From the time our new spray-on form of Amphyl was 
first discussed in the L&F research lab, I agreed with many 
of our hospital friends who felt that Amphyl Spray would 
take care of a lot of difficult disinfection problems. Partic- 
ularly —odd-shaped surfaces, hard-to-reach areas, also for 
immobilizing organisms immediately after accidental spills 
of infectious material, and prior to disinfection, e.g., by 
flooding. The versatility of Amphyl Spray as a deodorant 
is also “inspiring” many hospitals. For instance, on the 
orthopedic service it is being sprayed directly onto the 
patient’s cast to offset malodors. Amphyl Spray lends it- 
self well to this use since it leaves no sticky or greasy resi- 
due and no evidence of its having been used except the 
reduction in odor. As a disinfectant, Amphyl Spray is 
handy for frequent drenching of the base and understruc- 
ture of the operating table. Be sure to send for our new 
bulletin on specific Amphyl Spray procedures. 


In a study of one thousand consecutively operated cases 
from the General Surgical Wards of the University Hos- 
pital in Oklahoma City, the infection rate in 537 clean 
wounds ranged from 3.1% without preoperative antibio- 
tics to 4.0% with preoperative antibiotics. In the 463 con- 
taminated wounds, infections complicated the surgical 
wound in 11.9% when antibiotics were used postopera- 
tively and in 5.0% when not used. In the clean wounds, 
infection was nine times greater among patients who re- 
ceived antibiotics postoperatively. In discussing this study, 
the authors say that it is becoming obvious that their use 
(prophylactic antibiotics) offers no real protection against 
the appearance of a wound infection. (American Surgeon 
12:781, December, 1960) 


Routine de-contamination of floors, objects, surfaces, 
blankets, and linens can be one of the most economic, 
effective, and simple control measures against infection 
and superinfection. Here’s why —it reduces the number of 
organisms available for spread by any route—contact, 
nasal, or airborne—thus reducing both the excess hos- 
pital days and the risk of debilitating infection in both the 
patient and the hospital personnel. 


Please write us for any of the information offered in this 
letter. If you want copies for teaching purposes or group 
discussion, please let us know how many you will need. 
When you have additional questions, our research labora- 
tories and technical advisors are ready to help. I, per- 
sonally, would like to hear from you at any time. 


Hp 7 Slerlhan 


Robert E. Dickens 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION 
4934 LEWIS AVENUE, TOLEDO 12, OHIO 
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editorial notes 


—a dream achieved 


ee the idea of regionali- 
zation of health activities in 
Puerto Rico had occurred from time 
to time over the years, it was not 
until 1948 that service areas were 
identified and provision made for 
development of an integrated hos- 
pital system consisting of health 
centers at the community level re- 
inforced by regional hospitals. 

The 1948 plan did not envision a 
medical center for the whole of 
the island as such, but the essen- 
tial core of the idea was clearly 
foreshadowed: 

“A base hospital should be pro- 
vided in the San Juan metropolitan 
area. This should be the hospital 
for the school of medicine of the 
University of Puerto Rico, and 
should provide not only facilities 
for training medical students but 
should exert a decisive influence 
in raising the quality of medical 
care given in the hospitals of the 
entire system.” 

The master plan for the Puerto 
Rico Medical Center described by 
Isadore Rosenfield in his article on 
page 55 represents the develop- 
ment of the 1948 idea to full flower. 
The center will be the focus of 
medical care, research and teach- 
ing for the entire island; its con- 
centration of research and educa- 
tional activity may well become a 
magnet whose influence will be felt 
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far beyond the shores of Puerto 
Rico. 

There were many factors favor- 
ing the orderly development of re- 
gionalization in Puerto Rico. The 
island is one of the most compactly 
populated areas in the world, with 
an average density of 628 people 
per square mile. The Department 
of Health has the responsibility for 
administering most of the medical, 
hospital, public health and public 
welfare activities of the Common- 
wealth. Although the regionaliza- 
tion program has been beset by 
financial difficulties on every side, 
the weak economic status of Puerto 
Rico was favorable itself: Puerto 
Rico is one of the poorest parts of 
the United States, the planners 
reasoned, and can least afford the 
luxury of individualistic medical 
institutions. 

But some of the same forces that 
hinder regional planning of hospi- 
tal facilities in continental United 
States were also at work: institu- 
tional autonomy, conflict of pur- 
pose, fragmented planning. In 1953 
it appeared likely that two medical 
centers would develop in San Juan, 
one at the University of Puerto 
Rico and another three miles away 
at what is now the site of the con- 
solidated medical center. Even in 
1956, willingness among the agen- 
cies involved to consolidate their 
planning—while quite pronounced 
—was still timid and concerned 


with only the more obvious as- 
pects. 

It was in 1956, however, that the 
participating agencies agreed to 
function as the provisional board 
of the Puerto Rico Medical Center. 
The board immediately organized 
an action committee to direct the 
multitude of studies and surveys of 
the areas where integration and 
coordination of services could be 
effected. From then on, the dream 
of the medical center was secure: 
it was formalized by law in 1957 
and an architect was engaged to 
design the master plan the same 
year. 

While much remains to be done 
before construction of Puerto 
Rico’s medical center is complete, 
the mountains have been moved. 
The potential of the center for the 
health and productivity and hap- 
piness of all Puerto Ricans is im- 
mense. And the determination and 
hard work of the planners to make 
their dream a reality holds inspi- 
ration for hospital people every- 
where. 

—jets and disease 


OO is not a thing of the 
past. Neither is a host of other 
serious contagious diseases. Al- 
though physicians in more ad- 
vanced nations rarely see a case of 
smallpox, the rare case is a sober- 
ing reminder that relaxation of 
stringent public health measures 
will permit a flood of disease to 
pour into protected areas from the 
vast reservoir of contagion existing 
in unprotected countries. 

Recently, a child flying from 
Bombay to Madrid became ill. Fol- 
lowing hospitalization in Madrid, 
smallpox was diagnosed. Despite 
all measures, the child died in 
eight days. Within the next two 
weeks, an additional 14 cases were 
diagnosed, and a smallpox vaccina- 
tion campaign was begun. 

It is clear that unprotected in- 
dividuals traveling between coun- 
tries widely separated geographi- 
cally and sharply differentiated by 
the degree of preventive health 
measures which they provide 
should be vaccinated or inoculated 
against the specific health hazards 
of their travels. This is highly de- 

(Continued on page 115) 
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Hospital costs...yesterday 


by CHARLES G. ROSWELL 


rPFNHE vital and troublesome prob- 

lems of containing hospital 
costs and still improving the quali- 
ty of service are problems which 
must be met through cooperative 
effort. In discussing some of the 
characteristics of hospital costs, 
however, the mere dollars and 
cents aspects of the problem can- 
not and should not be disassociated 
from the economic, political and 
human pressures and influences 
that shape and mold the pattern 
of hospital operations. 

The discussion that follows will 
be devoted mostly to what might 
be considered “pertinent facts”. The 
accompanying series of eight charts 
(one also appears on the cover) 
have been designed (1) to reflect 
fluctuations in hospital costs over 
past years, (2) to show the manner 
in which the hospital dollar was 
and is currently being spent and 
(3) to indicate the extent by which 
hospital costs tend to vary. 


TRENDS IN COSTS 


The two measurements frequent- 
ly used to evaluate hospital opera- 
tions are cost per patient day and 
cost per patient stay (sometimes 
referred to as cost per patient 
treated). The latter measuring rod 
is perhaps the most important be- 
cause it reflects the over-all cost 
~ Charles G. Roswell is the director, hos- 
pital service, United Hospital Fund, New 
York. This article is adapted from a pres- 
entation at the Conference on Cost and 


Quality of Hospital Care in Greater New 
York, April 4, 1961. 
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Pertinent facts surrounding hospital 
costs should be known when consider- 
ing the wants and desires of patients 
and their concern over rising costs, 
the author states. He discusses and 
shows in a series of charts the trends 
in hospital costs over the years and 
makes some predictions for the future. 





to the patient or to a third party 
purchaser of hospital care. The 
fluctuations in these units of meas- 
urement from 1927 to 1960 are 
pictured in Charts 1 and 2, p. 43. 

It is important to keep in mind 
that the trend line shown in the 
charts reflects the average experi- 
ence of a fairly large group of 
hospitals that vary in size, location, 
sponsorship and professional activ- 
ity. The extent by which individ- 
ual hospitals deviate from the 
over-all average will be discussed 
later. 

A sharp break in the angle of 
the trend line appearing in both 
charts took place after the end of 
World War II (and also after the 
end of government controls on 
wages and commodity prices). This 
phenomenon makes it possible for 
us to deal with the fluctuations in 
hospital costs in terms of a prewar 
and postwar era. 

From 1927 to 1945, hospital costs 
per patient day increased 25 per 
cent. The annual increase in pa- 
tient-day costs over this period 
averaged 10 cents a day. 

From 1945 to 1959, hospital costs 
per patient day increased by 250 
per cent, and the annual increase 
in patient-day costs over this 
period averaged $1.64 per day. 

A similar comparison can be 
made with the fluctuations ex- 
perienced in the average cost per 


patient stay shown in Chart 2. 

Although it is not spelled out on 
the two charts, attention should be 
called to the fact that the percent- 
age increase in the average cost of 
treating a patient during the post- 
war era (1947-1959) was consid- 
erably less than the percentage 
increase in the cost of providing 
one day of care. Chart 1 shows 
that patient-day costs increased 
from $15.50 in 1947 to $32 in 1959. 
This is an increase of 106 per cent. 
Over this same period, the cost 
per patient treated increased from 
$163 in 1947 to $307 in 1959 (see 
Chart 2) representing an increase 
of only 88 per cent. This condition 
is a result of the decline in the 
number of days patients stayed in 
a hospital. In 1947, days stay in a 
hospital average 10.5 days, whereas 
in 1959, patients stayed an average 
of 9.6 days—a decrease of approxi- 
mately one day. 


SIGNIFICANT CHANGES 


To present these statistics alone 
would be to distort facts because 
neither the charts nor the statistics 
show the significant changes that 
have taken place over the last 
quarter of a century. 

Approximately 30 years ago, hos- 
pital services could be characterized 
as “acts of charity”, and only to 
a limited extent could they be 
viewed as the application of scien- 
tific and technical skills. When a 
medical problem permitted, peo- 
ple who could afford it preferred 
to be treated at home, and for the 
most part, only the poor and des- 
perately sick entered a hospital. 

Refinements and advances in the 
medical sciences began in the late 
thirties and accelerated greatly 


HOSPITALS, J.A.H.A. 





today and tomorrow 


after World War II. The chemical 
usefulness of penicillin and sulfa 
drugs, for example, was not rec- 
ognized until about 1938. Some of 
the other miracle drugs were dis- 
covered during the middle and late 
forties, and tremendous advances 
were also made in the practice of 
pathology and radiology during the 
late forties and early fifties. Dur- 
ing this period, cobalt was first 
used for the therapeutic treatment 
of cancer. 

Also during the early and mid- 
dle thirties, a few other conditions 
and practices were coming into be- 
ing that influenced hospital costs. 
For example, in 1935 graduate 
nurses received full maintenance 
and a salary of $17 a week. Porters 
were paid $25 a month, plus board 


Chart 1—Trends in average patient day costs in gen- 
eral hospitals in the metropolitan New York 


area, 1927-1959. 
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and lodging. Student nurses were 
workers, not observers, as they are 
today, and no one dared even dream 
about a five-day week. 

Low wage scales and a long 
workweek were not the only forms 
of economy. Some administrative 
regulations permitted only private 
patients to have butter served with 
their meals. In those days, there 
was no reason to be greatly con- 
cerned over a patient’s require- 
ments for vitamins and minerals. 

These are but a few of the cir- 
cumstances that might be cited in 
pointing out differences between 
hospital services and practices of 
yesterday and today. 


COST COMPONENTS 


Now that we have taken a quick 


look at the fluctuations in hospital 
costs over the past 30-odd years, it 
might be appropriate to consider 
the changes that have taken place 
in amounts expended by hospitals 
for certain basic services. Charts 
3 and 4, p. 44, attempt to show 
how the hospital dollar was ex- 
pended in prewar 1937, postwar 
1947 and 1959. 

Chart 3 reflects the ccmposite 
experience of 108 general nospitals 
in the metropolitan New York area. 
The marked increase in the pro- 
portion of the dollar spent for pro- 
fessional services should be of par- 
ticular interest. 

Professional services 22 years 
ago accounted for little more than 
one-third of the hospital’s expendi- 
tures. Now approximately 60 per 


Chart 2—Trends in average cost per patient stay in 
general hospitals in the metropolitan New 


York area, 1927-1959. 
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Chart 3—How the hospital dollar was spent by 108 
general hospitals in the metropolitan New 


York area. 


cent of the hospital’s over-all 
budget goes toward defraying these 
costs. These services include ex- 
penditures for nursing service, 
pharmacy and medical supplies, 
medical records, operating and de- 
livery rooms, as well as a large 
number of diagnostic and thera- 
peutic departments, such as x-ray, 
laboratories, physical therapy, 
radiotherapy, electrocardiography 
and others. 

From 1937 to 1959 actual dollar 
expenditures for professional serv- 
ices increased by more than 700 
per cent; expenditures for nonpro- 
fessional services increased by only 
275 per cent. If we narrow the 
span and deal with the 12-year 
period between 1947 and 1959, we 
find that dollar expenditures for 
professional services increased by 
200 per cent as compared with an 
increase of 100 per cent for non- 
professional services. 


PAYROLL EXPENDITURES 


Chart 3 also shows that the por- 
tion of the hospital dollar spent on 
salaries and wages has been slowly 
but steadily increasing. 
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Dollar expenditures for salaries 
reported by 108 general hospitals 
in 1937 amounted to $25.8 million. 
In 1947, the amount increased to 
$58.8 million, and 12 years later 
salaries accounted for $165 million 
of the total expenditures. 

Viewing the effect of this trend 
on patient-day costs, we find that 
in 1937, when such costs averaged 
$7.50 a day, salaries and wages ac- 
counted for $4.85 of the total. Ten 
years later, when costs averaged 
$15.50 per patient day, salaries ac- 
counted for $9. In 1959, salaries 
and wages accounted for $21 of the 
reported $32 patient-day cost. 

The rather substantial increase 
in payroll expenditures since 1947 
may be attributed to a number of 
factors: 

1. The national trend toward in- 
creased salary and wage rates. 

2. An increase in the average 
number of employees per patient. 
(In 1947, for example, the number 
of employees per patient averaged 
2.1, whereas in 1959, the average 
was 2.8.) 

3. The introduction of a five-day 
workweek, elimination of split 
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hart 4—How the dollar was spent in one 300-bed 
general hospital. 


shifts and a reduction in hours of 
work. 

4. Atrend toward cash payments 
for overtime work. 

5. A sharp decline in the num- 
ber of employees receiving part of 
their salary in the form of food 
and lodging. 


PREWAR VS POSTWAR EXPENSES 


Chart 4 also shows the compo- 
nents of hospital costs, but in 
somewhat more detail. This chart 
shows how money was spent in a 
prewar year and in 1959. 

Amounts expended for various 
services by the 300-bed hospital 
selected for this study correspond 
very closely with the consolidated 
experience of 108 general hospitals 
used to plot the data in Chart 3. 

In 1937, only 17.5 cents of each 
dollar or 17.5 per cent of the hos- 
pital’s total expenditures went 
toward defraying nursing services, 
whereas in 1959 nursing services 
accounted for 25 per cent of all 
expenditures. 

Nutrition services, on the other 
hand, accounted for 27 per cent of 
the hospital expenditures in 1937 
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Chart 5—Hospital characteristics. 


and for only 12 per cent of ex- 
penditures in 1959. The experience 
of this hospital is typical of all 
others in that expenditures for 
professional services increased at 
a much greater rate than did ex- 
penditures for nonprofessional 
services. 

Converting the information 
shown on the charts into dollar 
values, it is found that the 300- 
bed hospital spent $121,000 for 
nursing services in 1937 as com- 
pared to $737,000 in 1959—an in- 
crease of more than 500 per cent. 
Over this same period, amounts 
spent for nutrition services in- 
creased by only 90 per cent, from 
$185,800 in 1937 to $354,000 in 
1959. 

The cost of drugs and medical 
supplies increased 650 per cent 
whereas expenditures for house- 
keeping, laundry and maintenance 
services increased by only 150 per 
cent. Expenditures for x-ray and 
laboratory services increased by 
520 per cent, compared to a 390 
per cent increase in administration 
and general service costs. 

Charts 5, 6 and 7 have been de- 
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Chart 5a—Range in average cost per patient day in 
100 general hospitals in the metropolitan 
New York area, 1959. 


signed so that the line graphs 
(Charts 5a, 6a and 7a) appearing 
with them can be reviewed as 
‘“‘companion”’ charts. The line 
graphs show the range in cost re- 
ported by 100 hospitals, while the 
bar charts show the characteristics 
of hospitals reporting high costs, 
middle range costs and low costs. 
The characteristics chosen for 
analysis purposes deal with loca- 
tion, size, bed occupancy and aver- 
age days per stay. 


PATIENT-DAY COSTS 


Chart 5 shows the range in pa- 
tient-day costs reported in 1959 by 
100 general hospitals situated in 
the New York metropolitan area. 
These hospitals ranged in size from 
20 to more than 1000 beds. 

Of these hospitals, 52 are situ- 
ated in New York City. Of the 
remaining 48 hospitals, 24 are sit- 
uated in Nassau, Suffolk and West- 
chester counties, and 24 are situ- 
ated in northern counties, such as 
Orange, Duchess, Putnam, Rock- 
land and Delaware. The sample 
includes 94 voluntary and 6 pro- 
prietary hospitals. 


Chart 5a shows that in 1959 pa- 
tient-day costs ranged from a low 
of $18 to a high of $44. The aver- 
age cost for all hospitals was $32, 
and the median cost was $29.50. 

Because we are dealing with a 
fairly large number of hospitals, 
we have divided our sample into 
quarters to facilitate the compari- 
son of characteristics pertaining to 
hospitals in the highest cost range 
with those appearing in the lowest 
cost range. 

If we start at the top of Chart 5 
with the 25 hospitals reporting the 
highest costs, it can readily be seen 
that 18 out of the 25 hospitals are 
in New York City, and almost half 
of them are in Manhattan. None of 
the high cost hospitals are in the 
counties north of Westchester. 

As for size, 13 of the 25 high 
cost hospitals have more than 300 
beds, and only 2 have less than 100 
beds. 

Keeping in mind that the plan- 
ning specialists generally consider 
80 to 85 per cent as optimum bed 
occupancy, it is interesting to note 
that 15 of the highest cost hospitals 
reported an occupancy in excess of 
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80 per cent, whereas occupancy of 
less than 70 per cent was reported 
by only 1. 

The last characteristic deals with 
the average number of days pa- 
tients stayed in the hospital. This 
average, for the 100 hospitals in- 
cluded in the study, was 9.5 days, 
and Chart 5 shows that more than 
one-half of the high cost hospi- 
tals reported an average stay of 10 
days or more. Only seven hospitals 
reported patient days stay below 
the 9.5 average. 


HIGH COST HOSPITALS 


From this analysis of high cost 
hospitals, there appears to be some 
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the metropolitan New York 
area, 1959. 


evidence to support the assump- 
tions that: 

1. Hospitals with high costs have 
a tendency to be situated in the 
heart of a metropolitan center. 

2. Patient-day costs seem to in- 
crease as the size of the hospital 
increases. 

3. High occupancy tends to be 
associated with hospitals having 
high costs, and there is little evi- 
dence to support the claim that 
high costs are generally caused by 
low occupancy. 

4. Hospitals with the highest 
cost per patient day also tend to 
have a high average stay per pa- 
tient. 


At the bottom of Chart 5 are the 
characteristics of the 25 hospitals 
reporting the lowest cost per day. 

As for location, only 8 of the 
low-cost hospitals are in New York 
City (2 in Manhattan) and 17 are 
situated outside of the city. Of 
these, 15 hospitals are under 100 
beds in size, and none has more 
than 500 beds. 

Under “Occupancy”, we find that 
16 hospitals report an occupancy 
of less than 80 per cent, and only 
9 have reported an occupancy of 
more than 80 per cent. 

Keeping in mind that the aver- 
age days stay reported by all hos- 
pitals was 9.5 days, we find that 


HOSPITALS, J.A.H.A. 





19 of the low cost hospitals re- 
ported an average of less than 9 
days. 


LOW COST HOSPITALS 


Based on this review of charac- 
teristics pertaining to low cost hos- 
pitals, one might assume that: 

1. Low cost hospitals are gen- 
erally found in suburban areas. 

2. They have a tendency to be 
smaller in size. 

3. Their occupancy rate is gen- 
erally lower than the rate experi- 
enced by high cost hospitals. 

4. They report a relatively short 
stay per patient treated. 

Since statistics deal only with 
quantitative measures, it is not pos- 
sible to reflect on these charts one 
very important hospital character- 
istic—namely, “quality of care’. 

Chart 6 shows variations in the 
average cost per patient treated, 
which in 1959 ranged from a low 
of $128 to a high of $550. Chart 7 
deals with ranges in the average 
per diem cost of providing profes- 
sional services, which varied from 
$10.25 to $27 a day. Nothing would 
be gained by a detailed discussion 
of these charts because the char- 
acteristics of hospitals reporting 


LOCATION 


Number of Hospitals 
Su SG BB 
Ee Oe CS SS 


°o 
Northern N.Y 
Under. 
100 Beds 
Under 70% 


Long Islond 


Mochotton [REN - 
Other N.V.C. Ee 
, azz. 
a. 
100.200 ii- 
500 & Over 
os ‘. 


& Westcheste: 


Number of Hospitals 


Moshoron II 
GES S 
Northern N.Y. [REE <> 


Over N.C. NU 5 


Long Island 
500 & Over B- 


& Westchester 





OCCUPANCY 


Chart 8—A projection 
of average 
cost per pa- 
tient day in 
general hos- 
pitals in the 
metropoli- 
tan New 
York area, 
1970. 1947 


high and low costs are very simi- 
lar to the hospital characteristics 
already reviewed. 


A COST PROJECTION 


Chart 8, above, has been plotted 
to show a straight line projection 
of patient-day costs to 1970. The 
projection is based on the assump- 
tion that costs will continue to rise 
in the same proportion that they 
did between the years 1947 and 
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1959. If this assumption has any 
validity, over-all average patient- 
day costs in 1970 should approxi- 
mate $48 a day, with individual 
hospital costs ranging from $30 to 
more than $60 a day. 

Although some may be appalled 
at the increase reflected by this 
projection, there are others who 
will contend that the forecast is 
much too conservative. 


This projection indicates that 
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over a span of 11 years from 1959 
to 1970, patient-days costs will in- 
crease 50 per cent. Actually, such 
a projection will only be realized 
if the percentage increase in pa- 
tient-day costs averages no more 
than 4 per cent a year. 

Although no attempt has been 
made to forecast the average num- 
ber of days patients will stay in 
hospitals 10 years from now, this 
unknown factor will ultimately 
determine how much more a pa- 
tient or third party purchaser will 
be required to pay for hospital 
care in 1970. 


FUTURE PREDICTIONS 


Indulging in what might prove 
to be “wishful” thinking, it can 
be pointed out that despite the in- 
crease in costs projected for 1970, 
if it becomes possible to reduce the 
number of days patients stay in 
hospitals by three days, (without 
reducing occupancy), then the av- 
erage cost of treating a patient 10 
years from now will actually be 
slightly less than it is now. 

Patients 30 years ago stayed in 
hospitals three days longer, on the 
average, than they do now. Wheth- 
er we can further reduce the days 
stays by another three days in the 
next 10 years is open to question. 

Other unknown factors, such as 
major clinical breakthroughs in the 
treatment of cancer, cardiovascular 
diseases, mental disorders and oth- 
er medical problems may come in 
the next decade. What effect will 


such achievements have on hospi- 
tal utilization and cost? 

Still another unknown is the de- 
gree to which hospitals will co- 
operate in efforts to reduce costs 
by sharing physical facilities and 
technically trained personnel and 
by merging, curtailing, or discon- 
tinuing operations when it is evi- 
dent they are not serving a com- 
munity need. 

Although we might all concede 
that the number of our senior citi- 
zens will also increase in the years 
ahead, it is difficult to predict just 
how this circumstance will affect 
hospital admissions, length of stay 
and costs. 

In this very brief listing of some 
of the “imponderables” that may 
tend to shape the future, the pa- 
tient must not be ignored. One 
might well ask if patients occupy- 
ing hospital beds in the future will 
accept and agree to some form of 
professional automation, economy 
care, early discharges, transfers to 
minimal care units, or similar 
practices. 

The public may be concerned 
over the increase in hospital costs, 
but there is much evidence to indi- 
cate that when they are compelled 
to seek hospital aid, they not only 
expect a high quality of profes- 
sional service, but in addition, 
they want to live as they have been 
accustomed to living and be treated 
with some degree of human un- 
derstanding. 

In considering both the wants 


and desires of hospital patients 
and the concerns over rising costs 
expressed by buyers of hospital 
care, it is possible to compare the 
situation to the automobile indus- 
try and its efforts to promote the 
compact car. After a few false 
starts, market researchers have 
now discovered that Americans 
want economy all right—but that 
they are willing to pay any price 
to get it. In other words, the public 
will “go” for the small car as long 
as they can also purchase white 
wall tires, chrome trim, nylon up- 
holstery, power steering, etc. 

It seems that both the hospital 
and the automobile industry are 
struggling with a sort of paradox 
in striving to satisfy the buyer in 
what might be described as an 
“economy-luxury” market. 

As in the case of other indus- 
tries, the hospital industry enjoys 
no exemption from the difficult 
task of trying to “weigh-in-bal- 
ance” the buyer’s wants and his 
willingness to pay for them. 

I<eeping the scales in balance is 
perhaps more difficult in the hos- 
pital industry because of the need 
to recognize the desires of physi- 
cians who are the major source of 
patient referrals. The problem is 
further complicated by the consid- 
erations that must also be given 
to the wants of third party pur- 
chasers oi hospital care who not 
only repres.at. bu’ ‘requently 
speak for, a ! nt of the 
public. s 





BLIND PHYSICAL 


After 26 years of service to 
thousands of disabled persons, 
Martin Bergen, a blind physi- 
cal therapist, recently retired 
from his position on the staff 
of the Kings County Hospital 
Center, Brooklyn. Mr. Bergen 
has proved without a doubt 
that blindness need not be a 
handicap to a rich and success- 
ful life. 


Although his friends discouraged him, Martin Ber- 
gen decided to study massage and study it thoroughly. 
He studied so thoroughly that despite the fact that he 
was the only blind member in his class, he was 
number one in his class of 20 students. 


MARTIN BERGEN 


THERAPIST ENDS 26-YEAR CAREER 


He gained a license to practice after the completion 
of the eight-months’ course, but decided to continue 
his study by volunteering his services in hospitals 
where he could work under the very best orthopedic 
specialists. His volunteer work took him into the 
wards and clinics of several Brooklyn hospitals. In 
one hospital, he taught a weekly lecture course on 
massage and medical gymnastics. His wife-to-be was 
one of the students in this course. 


Before accepting a full-time position as a physical 


therapist at Kings County Hospital Center in 1935, 


he enjoyed almost 22 years of private practice. In his 
retirement, Mr. Bergen intends to do some volunteer 
work with organizations for the blind, take a few 
private patients and do some reading, thus continuing 
his practice of physical therapy. 
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ECISION making is a dynamic 
SP seony. involving alternative 
possibilities which are directed to- 
ward a goal. 

The results or consequences that 
ensue from decisions are never 
neutral. They may occur either at 
once or cumulatively and may 
have a good or ill effect on the 
environment of the decision. The 
decision itself may even be made 
unknowingly. Or, it may be made 
in the negative sense through the 
omission of an act. Although the 
decision itself may be looked up- 
on as a neutral action in such 
cases, its results certainly cannot. 

Ideally, all decisions would be 
made with perfect knowledge of 
all possible alternatives and with 
perfect knowledge of the conse- 
quences of every possible choice. 
Since perfect knowledge is sel- 
dom available at reasonable cost 
in regard to either the possibilities 
or the consequences, the decisions 
we make are based on estimates 
and probabilities. 

Decisions are made with goals 
in mind. The goals may be negli- 
gible, or of great moment. Usually, 
we decide ourselves how impor- 

At the time this paper was written, 
Roger Klein was director of the Gradu- 
ate Program in “ey = Administration, 
Emory University, tlanta. He is now 


executive vice president of the Syracuse 
Memorial Hospital, Syracuse, N. Y. 
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THE 
DYNAMICS 
OF DECISIONS 





Decision making occurs with varying 
degrees of freedom and influence, the 
author states. An institution’s pattern 
of organization should recognize the 
various levels of decisions and provide 
for their evaluation, and it should also 
assure that the environment of the 
decision not dictate the decision but 
rather allow the exercise of leadership 
and provide that leaders be present, he 


concludes. 





tant each goal is. Our effectiveness 
in reaching decisions thus is af- 
fected by our definition of goals 
and by our ability to weigh their 
importance. According to our per- 
ception of the goal, we apply the 
knowledge we have, reckoning 
the consequences as best we can, 
and make a decision an option, a 
choice, or a selection. 

There are three pitfalls in de- 
cision making: (1) the difficul- 
ties in perceiving and weighing 
the importance of the goal; (2) 
the lack of knowledge of all possi- 
ble choices and (3) the lack of 
knowledge as to the consequences 
of the choice. 

There is a fourth very important 
pitfall. This fourth difficulty can 
be best seen in terms of the con- 
text of the decision. It is concerned 
with the estimate of importance 
of goals. In expanding goal hori- 
zons, we are immediately con- 


fronted with further choices among 
intermediate, short range and ul- 
timate goals. Decisions desirable 
for the attainment of a particular 
end may be incompatible with de- 
cisions necessary to reach ultimate 
goals. In such a process, the ques- 
tion of judgment, the amount of 
knowledge applied and the vision 
of ultimate consequences become 
increasingly important. 


A DAILY PROCESS 


Decision making, of course, is 
not encountered in administra- 
tion only. We are engaged in it 
continually throughout our daily 
lives. We decide when to get up in 
the morning and recognize the 
consequences of the time chosen. 
We decide whether or not to go 
to work and accept the conse- 
quences of the decision. In such 
prosaic instances, the context of 
the decision is so obvious and so 
familiar that we do not undertake 
an intricate process of analysis 
and conscious decision. We do cer- 
tain familiar things by habit or 
routine. Only when some _ unto- 
ward occurrence upsets the fa- 
miliar balance do we once again 
go through the process of analysis 
and formulated decision. 

When we are called upon to 
make a new decision, we examine 
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the factors available, determine 
whether or not we need more 
information, obtain that informa- 
tion if it is available, and then 
make a decision. The courses of 
action available to most of us 
for the daily routines of our lives 
are so apparent that no great 
amount of thought is necessary. 
Or, in many instances, the ulti- 
mate differences incurred may be 
so negligible that we apply no 
great amount of effort. 

Such is not or should not be 
the case, however, when we un- 
dertake new and untried things 
of importance to us personally or 
to the institutions or the people 
we represent. The purchase of a 
new automobile, marriage, the lo- 
cation of family or business are 
fairly obvious examples. of de- 
cisions that involve ourselves and 
others. These decisions call for 
considerable objective and sub- 
jective analysis. But even so, with 
the small routine daily items and 
with the larger ones, such as the 
purchase of a house, we are deal- 
ing with situations in which the 
subjective elements are prepon- 
derant. 


OBJECTIVE DECISIONS 


At whatever level we are oper- 
ating, the subjective element of 
consideration is always present. 
However, with respect to enter- 
prises affecting large numbers of 
people and communities, personal 
subjectivity must give way to ob- 
jectivity. The degree of objectiv- 
ity that decision makers use pro- 
foundly influences an organiza- 
tion’s efficiency, effectiveness and 
success in reaching the desired 
goals. Although it is certain indi- 
viduals who make decisions for 
the group and who must assume 
responsibility for these decisions, 
all who participate in the process 
and all who are affected by the 
results are a part of that decision. 

In a sense, this would appear 
to make decision making some- 
what simpler in the institutional 
or the administrative setting. But 
in that context, decisions must be 
made without the framework of 
preference or necessity. In super- 
visory, administrative, or man- 
agerial decisions, we go beyond 
the level of personal reactions and 
deal with the achievement of 
group or institutional goals. 
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In institutional life, for exam- 
ple, decision making as an activi- 
ty should be viewed in its proper 
context as an element or incident 
in a much larger process. Later 
we shall discuss various levels of 
decisions, but first let us look at 
the significance and place of de- 
cision making in administration. 


A CENTRAL ELEMENT 


The literature of recent years 
has concentrated on decision mak- 
ing as one of the central elements 
in administration. It has been said 
that administration through its 
processes must correctly discover 
and define problems.t At that 
point, decision making is a mere 
choice of supposedly apparent al- 
ternatives. The motivations of 
people and the processing of in- 
formation are viewed as impor- 
tant elements of the administra- 
tive framework leading to an 
obvious decision or choice as infor- 
mation becomes complete. 

In viewing decision making as 
an important and central feature 
of the administrative process, we 
should look closely at how it takes 
place. 

First, it is necessary to place 
decisions on three very general 
levels: those regarding procedures, 
those regarding managerial activi- 
ties and those regarding policy. 
It is apparent that the upper level 
decisions will set guides and lim- 
its for the lower level decisions. 
Decision making is an act of choice 
intended to implement one or 
more of the functions of the total 
organization. 

Rules relating to procedures set 
severe limits within which any 
choice may be exercised. Pre- 
sumably, such limits indicating 
with precision exactly how a pro- 
cedure will be undertaken are 
not arbitrary or capricious. In- 
stead, they are the guidelines 
drawn from decisions made at 
higher levels. These guidelines 
are drawn so that whatever choice 
or option is allowed at the pro- 
cedure level may be channeled in 
such a way that it can only im- 
plement and not harm some goal 
broader than the immediate one. 
At the procedure level, there may 
actually be no unforeseen alterna- 
tives. It may be possible to ex- 
press all possible choices in terms 


of: If “A” takes place, “X” should 


be the choice; if “B” takes place, 
“YY”? should be the choice. 


PROCEDURE LIMITATIONS 


Because of the rigidities at the 
procedure level, it is important 
that attention be given to the de- 
sign of procedure limitations. As 
the operator within a procedure 
is given limited choice in action, 
it is necessary that the conditions 
of his activity be almost complete- 
ly known, and that the circum- 
stances under which he _ should 
appeal to higher authority be 
strictly end adequately prescribed. 

A type of specialization in de- 
cision making takes place at this 
point. It is a vertical division of 
the act of decision making be- 
tween the type undertaken by 
supervisors and the type under- 
taken by operators. 

In carrying out a procedure, the 
operator acts within strictly de- 
fined limits, with more or less 
rigid guides and limits. His free- 
dom of action is strictly limited 
so that the results of his work may 
be as nearly predictable as pos- 
sible. The operator is expected to 
appeal to general authority in the 
event of an unusual occurrence 
rather than exercise his own in- 
itiative beyond well defined lim- 
its. In contrast, the supervisor is 
expected to exercise initiative 
and to recognize and deal with 
unusual occurrences by means of 
personal decisions. 

Another way of approaching 
this idea is to divide decisions 
into those intended to maintain 
the status quo toward given goals 
and those needed to change pro- 
cedure or redefine goals. 

A well defined procedure sys- 
tem requires strict discipline on the 
part of employees or operators. 
Considerable supervision is re- 
quired to make sure the procedure 
is followed. For these reasons, the 
complexity of procedures may be 
severely limited, unless means are 
discovered to reduce the rigidities, 
Closely defined procedures limit 
initiative on the part of operators 
and suppress the abilities which 
those individuals might bring to 
their jobs above and beyond the 
performance of a routine task. 

To avoid these pitfalls, a deli- 
cate balance must be struck. This 
balance must provide for the ex- 
ecution of the procedure within 


HOSPITALS, J.A.H.A. 





acceptable tolerance limits, but 
must allow the supervisor to actu- 
ally supervise. The balance must 
allow the emplovee sufficient un- 
derstanding of his own job so that 
he can act with some judgment 
and initiative when appropriate. 

Such a delicately balanced sys- 
tem requires a high order of 
supervisory ability. Supervisory 
ability is needed in terms of judg- 
ment as to how rigidly procedures 
should be defined, judgment as to 
the capabilities of various em- 
ployees, judgment as to the 
amount and type of education re- 
quired for employees, and judg- 
ment as to the amount and type 
of supervision required. 

If these judgments—which are 
decisions—are not made properly 
and in proper balance, the result 
will be a system so rigid that it 
fails to realize the potential of 
employees, or else so lax that it 
gives employees insufficient guid- 
ance in the execution of their jobs. 


MANAGERIAL DECISIONS 


At the next level of decision 
making, the supervisory or man- 
agerial level, the picture changes. 
Here the same elements of de- 
cision making are present, and 
they fit similarly into the admin- 
istrative process. However, the 
framework is much looser and the 
guidelines are drawn much less 
tightly. The supervisor or man- 
ager is expected to have a much 
broader and deeper understanding 
of not only the procedures for 
which he is responsible but also 
the ways in which they affect the 
goals of the enterprise. More com- 
plex decisions are required, each 
with more alternatives and each 
requiring a broader understand- 
ing of potential impact on other 
activities and other departments. 

At this level, it is no longer 
possible to have detailed rules re- 
garding activities and decisions. 
As the supervisory or manager 
looks at the activities of those un- 
der him, he has procedural guides 
and rules to aid him in decisions. 
As he looks at his own activities 
and the decisions he must make 
himself, the ground is much less 
firm. 

The supervisor’s decisions must 
take into account factors that are 
not directly related to the activi- 
ties at hand. He must take into 
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account the attainment of goals 
beyond the end of a particular 
procedure. He must be prepared 
in good judgment even to sacrifice 
efficiency in certain procedural 
instances in order to achieve more 
quickly and effectively a long- 
range goal. 

All of this requires more in- 
itiative, better judgment, more ac- 
curate information and _ under- 


standing of the whole enterprise. 
The pitfalls are obvious. 


TOTAL GOAL DECISIONS 


The major pitfall consists of 
failure to understand the goals 
of the enterprise and the way spe- 
cific activities fit into the total 
picture. This is really a failure 
to rise to the challenge of the su- 
pervisory or managerial level. It 
is most commonly observed in too 
great a concentration on the me- 
chanical detail of procedure; in 
failure to provide employees with 
minimum necessary education and 
understanding of their jobs; in 
failure to recognize those points 
at which decisions are needed; 
and in failure to relate one’s own 
activities to the larger context of 
the whole enterprise. 

In the policy level of decision 
making, it is apparent that the 
various stages of decision making 
do not occur abruptly. One level 
shades into another, each affect- 
ing the one above and also the one 
below. Just as decisions at higher 
levels produce guidelines for de- 
cisions and actions at lower levels, 
so do decisions and experience at 
the lower levels feed back to the 
top. 

Decision making at policy levels 
is primarily concerned with de- 
termination of the objectives and 
functions of the enterprise. De- 
cisions taken are directed toward 
allowing the enterprise to fit bet- 
ter into its environment; toward 
causing the activities of the en- 
terprise to be directed toward de- 
fined goals; and toward causing 
the best use of the resources at 
hand. Decisions at this level ar- 
range the distribution of author- 
ity and lay down organizational 
relationships. 


OPERATIONAL DECISIONS 


Pitfalls at this level also include 
lack of information and lack of 
recognition of possible alterna- 


tives. But more importantly, fail- 
ures at the policy level are con- 
cerned with the use of information 
for judgment. Factors causing 
faulty decisions include: fail- 
ure to understand the manner in 
which the enterprise should fit 
into its environment, failure to 
understand the limitations or po- 
tentials of the resources at hand, 
failure to understand the motiva- 
tions and potentials of employees, 
failure to reconcile’ conflicting 
goals and to establish a priority of 
goals, and failure to establish an 
organization that will allow de- 
cisions to be made at the proper 
time in the proper place with the 
best available information. 

Policy decision failures such as 
these cause goals to be set that are 
not operational. Employees at 
lower levels may then be forced 
to set their own goals which may 
subvert the intent of the policy- 
makers. 

It is apparent that constant, 
careful attention must be given 
to the framework within which 
decisions take place. The organiza- 
tion must establish points at which 
certain types of decisions are 
made. It must assure that ade- 
quate information is available at 
those points, and that individuals 
who have sufficient understanding 
of their functions are available 
at those points. Once a decision is 
made, the organization must con- 
tain mechanisms for its execution, 
for the examination of the results 
and for a feedback of information 
for new decisions. 

If the organization is properly 
designed, if information is flowing 
to the right points and if manag- 
ers and supervisors have an ade- 
quate understanding of their func- 
tion, the results of decisions made 
will be apparent. Management 
will not be a harried process of 
putting out fires or of solving one 
problem after another. The tim- 
ing, need and means for decisions 
will be designed into the organiza- 
tion. It will be apparent that de- 
cision making is not directed only 
toward the execution of individual 
procedures or to the maintenance 
of minimum levels of performance. 
When properly exercised, decision 
making becomes an opportunity 
to implement or achieve the goals 
of the organization through use 
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YVERY day prospective em- 
ployees come to hospital per- 
sonnel] departments and make the 
familiar request: “May I fill out 
an application?” 

It is a lucky day for the hospital 
when the applicant who asks the 
question is the best person for the 
particular job opening. Maybe it 
is a nurse’s aide application and, 
today at least, we don’t need 
nurse’s aides. Next week, or two 
weeks from now—very probably! 
Knowing that, we take the applica- 
tion and many others for the same 
job. 

Two weeks go by, and the direc- 
tor of personnel and his staff have 
talked to many applicants, all with 
varying degrees of skills and per- 
sonal attitudes. Now, a nurse’s 
aide opening arises as well as a va- 
cancy in a variety of other jobs 
for which applicants have filled out 
employment forms. Had the posi- 
tions been vacant on the day the 
applications were taken, or on the 
second or third day following, we 
would not have found it difficult to 
recommend the selection of a par- 
ticular person on ability and other 
personal attributes, but two or 
three weeks later one application 
looks virtually identical with an- 
other, although the two applicants 
are vastly different. Our desire to 
offer the position to the better 
qualified applicant is complicated 
by a fuzzy mental photograph of 
the applicant or, worse yet, a nega- 
tive or a blank print! 


LAW SPURRED ACTION 


At Eden Hospital, Castro Valley, 
Calif., we had this problem, and 
although we had wanted to do 
something about it, we found ac- 
tion more immediately compelling 
with the passage of the California 


~ Conrad K. Howan is director of person- 
nel, Eden Hospital, Castro Valley, Calif. 
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or clearer pictures 
of personnel, focus on 


the application form 





Revision of standard employee ap- 
plication forms in one hospital brought 
to focus the total picture of the ap- 
plicant and his skills, according to the 
author. He discusses the format of the 
forms, showing how the applicant can 
quickly be evaluated for job suit- 
ability. 





Fair Employment Practice Act in 
September 1959. This act provides, 
in essence, that all employers com- 
ing within its scope hire the best 
qualified applicant through recruit- 
ment for the position without re- 
spect to race, religion or birth- 
place. 

Although this law did not change 
our philosophy at Eden in terms 
of employment practices, it none- 
theless made us accountable under 
the law for our decisions. The law 
provides recourse to the applicant 
who feels there has been discrimi- 
nation against him by affording 
him the opportunity for a hearing 
in case of real or imagined wrongs 
as a result of the selection process. 

We then began taking stock of 
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our employment selection method. 
After thorough evaluation, we con- 
cluded that although in every case 
we seriously attempted to select 
the best possible applicant, if a 
considerable amount of time had 
elapsed between the initial inter- 
view and the final selection, we 
were sometimes in doubt as to 
which of the applications on file 
actually represented the best of 
the lot. 


SELECTION PROCESS ANALYZED 


In analyzing our applicant selec- 
tion process, we found that, if we 
were to consider the total picture 
of the applicant, many pertinent 
notes were mandatory over and 
above the information contained 
on the conventional application 
form. Without such memory re- 
freshers, we realized we could 
overlook detailed skills upon lat- 
er review of an application inas- 
much as our volume of applications 
was extensive. 

The main problem was that, 
while our application form was 
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EDEN HOSPITAL 


PLEASE PRINT 20103 LAKE CHABOT ROAD 


CASTRO VALLEY, CALIFORNIA 


GENERAL AND CLERICAL APPLICATION FOR EMPLOYMENT 





POSITION DESIRED DATE 








MISS soc, SEC, NO, 





MRS, _ - 
MR, ( ) sincte ( ) married ( ) wivowep 
MIOOLE Gi ts 


CHECK ITEM WHICH APPLIES TO YOU. 





( ) separates 
HOME PHONE 


eo OIVORCED 





ADDRESS 





NUMBER STREET MESSAGE PHONE 


PERSONAL DATA 





BIRTHPLACE 





ARE YOU A CITIZEN OF THE U.S.? Yes ( ) no ( ) AGE BIRTH OATE AND STATE 
WILL You work: eEVENINGS( ) wNicHts( ) rotate( ) weeKxenos( ) 
WHAT FORM OF TRANSPORTATION WILL YOU USE TO GO TO AND FROM WORK? OWN caR( ) 
AGES 





pays ony (_ ) 
aus, etc, ( ) 
HOW MANY DEPENDENT CHILDREN DO YOU HAVE? 





CAN CHILD CARE BE PROVIDED? YES fe) NO (<3 IF YES, WHO? NURSERY C2 RELATIVE e3 OTHER > 


PHYSICAL CHARACTERISTICS: 
WILL YOU SUBMIT TO A PRE-EMPLOYMENT PHYSICAL EXAMINATION? YES( ) No( ) 


WEIGHT HEIGHT COLOR OF EYES COLOR OF HAIR 


IF NO, WHY? 








WHAT DO YOU LIKE TO DO FOR RECREATION? 
WHAT HOBBIES DO YOU HAVE 


CHECK ITEM WHICH APPLIES TO YOU, DO YOU: OWN HOME eB | RENT HOME oe" RENT APT co LIVE IN HOTEL cy 








LIVE WITH PARENTS ( ) ARE YOu BUYING Home (_ ) 


MILITARY SERVICE 


WERE YOU A MEMBER OF THE ARMED SERVICES OF THE UNITEO STATES? Yes ( ) NO ¢ } 





BRANCH OF ARMED SERVICE OATE OF SERVICE FROM 


ARE YOU REGISTERED OR LICENSED FOR ANY SKILL OR TRADE? YES ( ) no ) 


EDUCATION 


DID YOU COMPLETE: GRAMMAR SCHOOL — YES (_) NO C3 
IF YOU DID NOT COMPLETE HIGH SCHOOL, STATE LAST GRADE COMPLETED 


(COMPLETE THIS SECTION FOR E0UCATION BEYOND HIGH SCHOOL LEVEL 








LICENSE NO. 





HIGH SCHOOL — YES t=) NO . > OATE 








NAME OF SCHOOL, COLLEGE KINO OF COURSE YEAR YEAR SEM. HRS, 


TYPE OF SCHOOL AOORESS 


OR UNIVERSITY MAJOR SUBJECTS BEGAN ENDED OR CREDITS 





TECHNICAL TRAINING 
BUSINESS TRAINING 








LVN. OR NURSE AIDE 
COLLEGE OR UNIVERSITY 


CHECK BELOW ANY 








TENCE as u.v.n., 
OROERLY 
1 JMaxe OCCUPIED BED 
] |make uN-occuPieD peo } } 


PREPARE PT. FOR X-RAY 


ICAL EXPERIENCE 
MEDICAL SECRETARY 
MEDICAL TRANSCRIBER 
MULTILITH OPERATOR 


PAYROLL 


AIDE, 





CCOUNTS PAYABLE 
CCOUNTS RECEIVABLE 
OMITTING 

ILLING 

ASHIER 





ADM., DIS. OF PT. 








APPLICATION BINDERS 





APPLYING COMPRESSES 





P.B.x, COMPLETE BEO BATH ROUTINE BLOOD PRESSURE 





RECEPTIONIST 
ST ENOGRAPHER 
STORES CLERK 


CLERK TYPIST CARE OF INCONTINENT PEDIATRIC NURSING CARE 








ILING 
HOSPITALIZATION INS, 
(CHECK MACHINES YOU OPERATE) 
DOICTAPHONE 
TYPEWRITER, MANUAL 
TYPEWRITER, ELECTRIC 

UNDRY EXPERIENCE 
MARKER ~— SORTER 
SHAKER —- SORTER 
ROUGH ORY 


MACHINE PRESS 


ORTHOPEDIC CARE Ec, IN“TAKE & OUTPUT 











CARE AFTER DEATH RAL HYGIENE 





DOUCHE |stav WITH POST OPER. 





|sHamProo 


|SPECIMEN COLLECTION 


DOING MACHINE 
OOKKEEPING MACHINE 
CALCULATOR 
CHECK BELOW AN 


ENEMAS 





EVENING CARE 








ICE CAP & COLLAR EIGHING PATIENT 





t 
T 
1 
T 
FEEDING PATIENT | fremps. (ORAL & RECTAL) 


ISOLATION TECHNIQUES 
MAKING ANES. BED 


MOVING PATIENT 


OROERLIES ONLY 
UCK'S PELVIC TRACTION 


MALE CATHETERIZATIONS 


EXTRACTOR — TUMBLER 
EECER — FOLDER 
LINEN DIST, 


AND PRESS 














EAMSTRESS WASHMAN 
































Fig. 1—Revised employee application form 


helpful, it did not pinpoint specific 
skills with detailed accuracy. Thus, 
some applications taken when we 
were recruiting for housekeeping 
maids might reflect minimal expe- 
rience in this category, but on fur- 
ther digging, could show heavy 
experience as a laundry presser or 
a dietary aide. The application form 
alone did not permit us to deter- 
mine readily that when we were 
concentrating in an interview on 
the selection of a clerk-typist, sit- 
ting across from us was perhaps 
a skilled machine bookkeeper. This 
necessitated our making copious 
notes detailing our impression of 
the applicant and his known skills. 


Thus, we were using in note taking 
valuable minutes that could be 
more meaningfully spent in con- 
versation with the applicant. Yet 
these notes were vital and could 
not be bypassed. 

A revised and modernized appli- 
cation, we saw, could cut this “let- 
ter writing’ to a minimum, and, 
when used in conjunction with our 
Evaluation of Application for Em- 
ployment form, such “lost in the 
shuffle’? applications would be 
eliminated. 

What we needed was an employ- 
ment application form that would 
reflect the applicant’s total basic 
skills. Then, in reviewing the ap- 


plications, we could actually sort 
them quickly by specific skills, as 
is done with a key punch. 

Before attempting any revision 
of our existing form, we accumu- 
lated sample application forms 
from industry and other hospitals, 
and we reviewed the literature 
pertaining to construction of appli- 
cation blanks by various personnel 
departments. 

The literature we were im- 
pressed with was a portion of an 
application form used by a Cleve- 
land industrial firm* containing an 


*Scott, Clothier and Spriegel, Personnel 
Management. 5th ed., McGraw-Hill Book 
Co., Inc., 1954, p. 116. 








EDEN HOSPITAL 


CASTRO VALLEY, CALIFORNIA 


EVALUATION OF APPLICATION FOR EMPLOYMENT 


DATE OF APPLICATION 





POSITION APPLIED FOR 





APPLICATION NO. _ 








NAME OF APPLICANT 
Last FIRST MIDOLE 


INTERVIEWED BY EVALUATION OF INTERVIEW: (~) EXCELLENT e. Gooo () FAIR Cc) BELOW AVERAGE 





INTERVIEW EVALUATION 





——— —— 
HOW DOES THE APPLICANT'S PERSONAL APPEARANCE IMPRESS THE INTERVIEWERT 

“\ APPEARANCE FAIR ~ ™\ SETTER THAN C> 

(_) Not SHABBY OR NEAT ie AVERAGE —/ EXCELLENT 


mo POOR = SLOVENLY, ‘@. SOMEWHAT CARELESS 
a UNKEPT OR FLASHY - ABOUT CLOTHES 








HOW INTERESTED DOES THIS APPLICANT SEEM TO BE IN THIS POSITIONT 


(~) EXTREMELY INTERESTED (~) EXPRESS MILD INTEREST AND MAY > SEEMS | NOIFFERENT. JUST ANOTHER 
- —* PREFER IT TO SOME OTHER JOBS. —’ J08. COULD BE TEMPORARY INTEREST 


AND ENTHUSIASTIC 


HOW DOES THE APPLICANT'S SPEECH, POISE, AND ABILITY TO EXPRESS HIMSELF IMPRESS YOUT 
POOR EXPRESSION, 


‘€: AVERAGE EXPRESSION - POOR EXPRESSION A- a, 
- (_) (3 TALK LITTLE. 


(~) EXPRESSIVE — FORCEFUL 
_ AND POISE THOUGH EFFORT 1S MADE 


AND EFFECTIVE 





WHAT ATTITUDE DOES THE APPLICANT DEMONSTRATE IN APPLYING FOR THIS POSITIONT 


- —, POLITE & COURT= 
(~) POLITE @ couRTEous, But ( ) cous, APPL. Com~ 
_/ LITTLE ATTEN. TO Detain im \_/ EPRFE WT EPten 
ce TO DETAIL. 


(~ ) 210 NOT wisH To ce SEEMS IMPATIENT. DOES 
COMPLETING APPLICAT IO! 


—/ COMPLETE APPLICATION —/ NOT WANT TO WAIT TURN 





WHAT ATTITUDE DOES THE APPLICANT DEMONSTRATE TOWARD THE INTERVIEWER IN RESPONSE TO QUESTIONS REGARDING 


EXPERIENCE, BACKGROUND, ETC 
( ) EVASIVE ANO/ OR 
— HESITANT 


vt ) UNSURENESS — LACK ~) Gives DIRECT CLEAR-CUT 
(_) SOMEWHAT BELL IGERENT C >) OF CONFIDENCE (_) REPLIES 








REMARKS: ___ —— - ae aaa - 


18 THE APPLICANT FLEXIBLE AS TO PERSONAL ARRANGEMENTS NECESSARY TO ACCEPT THIS POSITION? 


ves No COMMENTS 


C5 EXCELLENT c) 6000 (*) FAIR E3 BELOW AVERAGE 


EVALUATION OF INTERVIEW 








yes No 


(~) ram 


(~)  exceccent (~) ooo 


EVALUATION OF WRITTEN APPLICATION 








me 2 iTTEe., APPLE ca v con ev ALUATION 
1S THE APPLICANT'S AGE SATISFACTORY FOR THIS POSITION? 
1S THE APPLICANT'S EDUCATION (~) OESIRABLE e 
1S THE APPLICANT ABLE TO WORK THE HOURS REQUIRED FOR THIS POSITIONT 
DOES THE APPLICANT'S PLACE AND LENGTH OF RESIDENCE (HOME OWNERSHIP), ETC., INDICATE STABILITY? t ne 
HAS THE APPLICANT BEEN UNEMPLOYED FOR CONSIDERABLE LENGTH OF TIMET ves 
IN HIS PAST WORK EXPERIENCE HAS HE PROGRESSED FROM POSTS OF LESS RESPONSIBILITY TO MORE RESPONSIBILITY? 
HAS GALARY INCREASED AS EXPECTED? ves 
DOES THE APPLICANT'S PAST EXPERIENCE & TRAINING SATISFY JO8 SPECIFICATIONS? 

(~) BELOW AVERAGE 

If PEF ERENCES HAVE BEEN CHECKED, WAS PAST PEF FORMANCE: (*) EXCELLENT (~) Gooo () FAIR () POOR 
1S THE APPLICANT CONSISTENT IN THE TYPE OF WORK HE DOES? 


(~) EXCELLENT CJ Gooo 


ves NO 
FAIR ()  oiseuairvine 


ves No 
ves 


NO 


NO 


ves no 


et. FAIR C) BELOW AVERAGE 








Fig. 2—Interview evaluation form 


experience check list under the 
headings of Shop, Office and Engi- 
neering. Sample shop skills were 
“air conditioning and refrigera- 
tion”, “carpenter”; under the of- 
fice heading were “personnel, pur- 
chasing”, etc. Beside each item was 
a box in which the applicant 
checked the particular skill in 
which he had had experience. 

It seemed obvious that an adap- 
tation of this type of “application 
for employment” would have utili- 
tarian value on our hospital appli- 
cation form. 

A conference with the director 
of nursing indicated that there are 
fundamental procedures that expe- 
rienced orderlies, nurse’s aides and 
licensed vocational nurses require 
in varying degrees, depending upon 
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their work exposure in these skills. 
She and the director of inservice 
training for auxiliary nursing per- 
sonnel compiled a list of such tech- 
niques, and these we included in 
our new application form (Fig. 1, 
p. 53) under Nursing Experience. 
For example, at a glance we can 
see whether an orderly has knowl- 
edge of “Buck’s pelvic traction” 
and whether he has had practical 
experience in catheterizations. 


OTHER SKILLS DISCOVERED 


Using the same format, the de- 
tails of which were suggested by 
the business manager, we now 
know at a glance that we have a 
clerical applicant with actual ex- 
perience in handling accounts re- 
ceivable and that she operates a 


bookkeeping machine and an elec- 
tric typewriter. The applicant, in 
checking these specific skills, re- 
moves herself from the “general 
clerical” type of applicant to one 
with specialized training and expe- 
rience. Similar check lists have 
been prepared and are equally use- 
ful in evaluating personnel for 
laundry, dietary and housekeeping 
departments. 

Our department heads have now 
happily found that the information 
provided by these check lists makes 
for meaningful interviewing and 
ultimately for more accurate em- 
ployee selection. 

Three sociological questions are 
included on the application form: 
(1) What do you like to do for 
recreation? (2) What hobbies do 
you have? (3) Do you: own 
home ( ) rent home () rent 
apartment ( ) live in hotel ( ) 
live with parents ( ) or are you 
buying home ( )? These answers 
when combined with the check 
lists, specific “employment history” 
and the general application infor- 
mation produce a detailed picture 
of the applicant. 

Figure 2, left, Evaluation of Ap- 
plicant for Employment, is pre- 
pared by the interviewer in the 
personnel department and is at- 
tached to the application. Since 
most of the information can be 
recorded through the use of sim- 
ple checks, the sheet can be pre- 
pared quickly. Using this guide, 
we see the interviewer’s evaluation 
of the applicant’s personal appear- 
ance; his interest in the position; 
his expressiveness; his patience or 
impatience and his response to in- 
terview questions. 

The revised application form, 
when supplemented by the evalu- 
ation sheet, has served to sharpen 
our re-evaluation of the applica- 
tion in the several weeks, or per- 
haps even longer, that have elapsed 
since the initial interview. The ap- 
plication provides a more compos- 
ite picture of the applicant, show- 
ing a total person with specific 
skills and demonstrated attitudes. 
Thus the vague outlines of a nega- 
tive take on the sharp details of a 
glossy print photograph. Such 
mental pictures can result in an 
impressive personne] “gallery”. ® 
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Full coordination of facilities and services is the keynote of 





Centralization and coordination of 
resources and facilities are the keys to 
the plan for the Puerto Rico Medical 
Center under construction in San Juan. 
The author discusses the arrangement 
of the center, showing how integration 
of functions and buildings will con- 
tribute to efficiency and economy. 





Cee recently was broken on 
a 107-acre site* on the out- 
skirts of San Juan, Puerto Rico, 
for the Puerto Rico Medical Center. 
This center is characterized by a 
high degree of coordination that is 
both internally and externally re- 

*225 acres inclusive of the adjoining 


2000-bed psychiatric hospital which is part 
of the medical center. 


Isadore Rosenfield is a partner in the 
firm of Isadore and Zachary Rosenfield, 
master plan architects for the Puerto Rico 
Medical Center. 

The chairman of Provisional Board of 
the Puerto Rico Medical Center is Dr. 
Guillermo Arbona, and Julio A. Perez is 
Project Director. 
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A MEDICAL 
CENTER FOR 
PUERTO RICO 


by ISADORE ROSENFIELD 


FIG. 1—Central building of the Puerto Rico Medical Center where 
the administrative and some of the diagnostic and therapeutic 
facilities of the center will be housed. 


—ISADORE AND ZACHARY ROSENFIELD, ARCHITECTS 


2 








lated to the medical needs and fa- 
cilities of the entire island. 

This medical center, situated less 
than three miles from the Uni- 
versity of Puerto Rico, will be the 
focal point for medical care, teach- 
ing and research for the island’s 
population of 2.3 million. Its spon- 
sors believe it will become an ex- 
ample of good planning and opera- 
tion, and that its educational and 
research programs and opportuni- 
ties will attract students and pro- 
fessional people from Latin Ameri- 
ca and from many other countries 
of the world. 

This center will initially consist 
of four hospitals, having an aggre- 
gate capacity of approximately 
1650** acute beds; a medical 
sciences building, including schools 
of medicine, dentistry, public 
health and extensive research fa- 
cilities; and a central building (see 
Fig. 1, p. 55), housing the center’s 
administrative, diagnostic and 
therapeutic facilities. These facili- 
ties will be shared by the con- 
stituent hospitals, such as outpa- 
tient clinics, emergency service, 
x-ray, laboratories, operating, rec- 
ords, pharmacy, central surgical 
supply, etc. 

Also in the immediate program 
are included a 240-bed nursing 
home, the bio-medical building of 
the U.S. Atomic Energy Commis- 
sion, a comprehensive community 
rehabilitation center, a central 
cafeteria, a service and supply 
building, a laundry, power plant 
and water storage facilities. Also 
planned are a school of nursing, 
with residence and recreation fa- 
cilities. Underground utilities, 
roads, tunnels, connecting corri- 
dors, central plaza, parking areas, 
etc., are included in the plans. It 
is obvious that even the immediate 
program amounts to a sizable city 
in its complexity of elements and 
the intensity of urbanization. 

Already planned for the future 
are a long-term or a chronic dis- 
ease hospital and a teaching health 
center. Several other elements are 
also under discussion for future in- 
clusion, 


CONSTRUCTION COSTS 


The construction cost of the im- 
mediate program is estimated at 


**3650 beds inclusive of the psychiatric 
hospital beds. 
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approximately $35 million, and the 
gross or project cost of this pro- 
gram, inclusive of fees, movable 
equipment, furnishings, etc., is 
estimated at approximately $42 
million. 

Planning for this medical center 
started in 1945 when a survey was 
made of medical facility needs in 
Puerto Rico. In this survey, rec- 
ommendation was made that 
Puerto Rico establish a medical 
center in San Juan. Subsequently, 
a tentative graphic study was made 
of such a medical center, but it 
did not get to the implementation 
stage until several years later when 
the Puerto Rican health authorities 
and the university, working under 
a Rockefeller Foundation grant, 
clearly showed the importance of 
medical integration, regionally and 
otherwise, for the sake of better 
medicine and economy. 

Meanwhile, many of the present 
constituents of the medical center 
had been making plans to satisfy 
their individual needs, but fortu- 
nately, because of the staggering 
costs involved in individual build- 
ing and other circumstances, these 
efforts did not reach the building 
stage. 


AN INTEGRATED SCHEME 


Subsequent to the regionaliza- 
tion study—and under the leader- 
ship of the Department of Health 
of the Commonwealth—the constit- 
uents organized the Provisional 
Board of the Puerto Rico Medical 
Center under a special act of the 
legislature. This enabling act pro- 
vides for the governing board to 
be comprised of the following of- 
ficers: the Secretary of Health; the 
chairman of the Puerto Rico 
Planning Board; the chancellor of 
the University of Puerto Rico; the 
manager of the City of San Juan; 
the administrator of the State In- 
surance Fund; and the president of 
the Puerto Rico League Against 
Cancer. 

Instead of letting each agency 
build what and as it pleased, these 
officers agreed to work together, 
but the extent of centralization and 
integration was not decided upon 
then. A general advisor* and archi- 
tects** were engaged for the proj- 


*Dr. Henry T. Clark Jr., University of 
North Carolina, Chapel Hill. 
**Isadore and Zachary Rosenfield. 


ect, and some interesting things 
began to develop. 

Instead of showing how the in- 
stitutions, agencies, or _ entities 
could be accommodated on their 
own plot within the park-like 
limits of the Ruiz Soler Sanatorium 
site, the planners reeommended— 
and the provisional board of the 
proposed center accepted—an in- 
tegrated scheme in which each 
constituent gave up a great deal 
of what is usually found in an 
institution and permitted facilities 
to be pooled for the sake of more 
effective service and economy. 


EMPHASIS ON THE WHOLE 


In the integrated plan, the sole 
criterion of the choice of location 
for an individual building or insti- 
tution is what position will con- 
tribute most to a better integrated 
whole, rather than which building 
in the group deserves “a position 
of honor’. Instead of assigning a 
plot of land to each constituent, 
each was assigned the ground on 
which his building is to stand, plus 
a ribbon of ground 10-feet wide all 
around the building, under a 
“usufruct” agreement. All other 
ground not so used remains the 
property of the medical center. An 
agency could not build anything on 
the grounds without the approval 
of the medical center board. If a 
constituent needs to have his in- 
stitution expanded, he must have 
his plans approved by the board 
before he can receive the additional 
land. 

It was also agreed that the con- 
stituents would hold and maintain 
in common the roads, the side- 
walks, the planting, the under- 
ground utilities, the laundry, the 
power plant, the service and supply 
building, the cafeteria, the water 
tank, etc. 


CENTRALIZED MEDICAL FUNCTIONS 


The above items of integration 
consist primarily of ancillary 
items. What is more important, 
however, is that the agencies con- 
stituting the center were willing 
to divest their individual institu- 
tions of their respective major 
diagnostic and therapeutic facili- 
ties and to merge them for greater 
effectiveness. Naturally, this was 
done with considerable hesitancy 
and only pursuant to study by the 
best medical and administrative 
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LEGEND FOR FIG. 2 


A Central building 
B Central cafeteria 
C District hospital 


D Medical sciences 
building 


E Municipal hospital 


F Industrial hospital 
G Nursing home facility 


H Bio-medical research 
and training building 
(A.E.C.) 


Dr. L. G. Martinez 
Oncologic Hospital 


Pediatric building 


Medical student 
dormitories 


Gymnasium, pool, 
recreation 


Medical student 
apartment building 


Student nurses 
dormitory 


Water tower 


Graduate nurses’ 


dormitory —ISADORE AND ZACHARY ROSENFIELD, ARCHITECTS 


School of nursing 


$ 
T Power plant 
U 


Central laundry 
V Rehabilitation center and school for training rehabilitation technicians 
W Garage and warehouse 
X Health center (for local population) 
Y Long-term diseases hospital 
Z Comprehensive community rehabilitation center 
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FIG. 2—Scale model of the medical center 
shows the location of the various buildings 
and their relation to one another. 


FIG. 3—Architectural appearance and co- 
ordination can be seen in this rendering of 
the Puerto Rico Medical Center. The general 
layout of the center and relationship between 
buildings is clearly shown. 





minds in Puerto Rico, as well as 
consultation with authorities in the 
United States. Such a degree of 
centralization of medical services 
seems to be without precedent and 
for that reason it is most significant. 

Not all of the centralized serv- 
ices of a medical nature or impli- 
cation are to be housed in the cen- 
tral building. Radiation therapy, 
for example, is to be centralized in 
the oncologic (cancer) hospital, 
with collaboration for treatment, 
research and teaching at the bio- 
medical building of the U.S. 
Atomic Energy Commission. 

Similarly, the center for prema- 
ture infants will be situated at the 
district hospital (building C, Fig. 
2, p. 57), which is hereafter to be 
known as the University Hospital 
as it is to be the principal clinical 
teaching arm and is to be managed 
by the University of Puerto Rico. 

The following services will be 
concentrated in the central build- 
ing: 

Admitting 

Administration of centralized fa- 

cilities and services 

Blood bank 

Central sterilizing 

Diagnostic x-ray 

Emergency treatment 

Laboratories 

Necropsy and autopsy 

Outpatient service 

Operating 

Pharmacy 

Record library 


ARCHITECTURAL ARRANGEMENT 


As is usual, the architects had to 
consider the size of the plot, the 
nature of the terrain, the existing 
and proposed surrounding roads 
and also the existence of the tu- 
berculosis buildings C and K (Fig. 
2) (connected to each other by a 
tunnel and only around 10 years 
old). The first of these is to be con- 
verted into a teaching hospital 
(approximately 450 beds), and the 
second is to remain a children’s 
building. 

A loop road circles the principal 
buildings and also includes the 
nursing home, G, which will serve 
all hospitals of the center. The 
nursing home will care for pa- 
tients who should remain in the 
hospital overnight to complete di- 
agnosis, patients who have to re- 
main in residence for a time in 
order to attend the rehabilitation, 
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radiation or other treatment facili- 
ties, and patients who because of 
home conditions would better con- 
valesce here. The ground within 
the loop road is reserved for pri- 
mary medical services, while the 
ground outside the loop is to be 
devoted to secondary and ancillary 
purposes. In this respect, the lo- 
cation of the nursing home can be 
questioned, but inasmuch as the 
patients in this facility have fre- 
quent recourse to the various di- 
agnostic and therapeutic facilities 
which are within the loop, it was 
believed desirable for them not to 
have to cross the busy loop road. 
The buildings of primary impor- 
tance within the loop are connected 
by tunnels and corridors. 

Patients in the community reha- 
bilitation building, Z, with im- 
paired mobility, will be housed in 
a 60-bed nursing unit in that 
building. Thus they will not have 
to cross the road to go to and from 
the nursing home. 

The long-term hospital, Y, is not 
in the immediate program. Here 
again it can be debated whether 
medically it is a primary or a sec- 
ondary element. If it is ultimately 
decided to place it within the loop, 
it could very well be located in the 
site opposite the nursing home. 


HEALTH CENTER PLANNED 

Building X, not in the immedi- 
ate program, iseto be a teaching 
health center in connection with 
the School of Public Health (of the 
medical sciences building) and it 
is to serve the public health needs 
of the community of the immediate 
vicinity of the medical center. The 
placement of this building was dic- 
tated by the consideration that it 
would not be wise to burden the 
circulation arteries within the 
grounds of the medical center by 
traffic to the health center. 

The grouping of the buildings 
follows yet another logic of ar- 
rangement. From the main en- 
trance road and looking toward 
the plaza, as the obviously impor- 
tant locus, one sees, on the left, 
the preventive element. The acute 
elements come next; then the spe- 
cialties on the right, and then the 
convalescent elements, represented 
by the nursing home and finally, 
the rehabilitation facility, the last 
stage of treatment. 

Today, when much thought is 


being given to progressive patient 
care, it should be noted that the 
center has all the stages of such 
care. Home care cannot be physi- 
cally represented in the medical 
center, but a fifth element, not of- 
ten enough considered in hospital 
planning but which this center will 
have, is preventive care, repre- 
sented by the health center. 


FLOOR LEVELS SYNCHRONIZED 

On the basis of horizontal dispo- 
sition and contiguity of elements, 
the center again has a logic of inte- 
grated composition, which is not 
self-evident. For example, it is 
the plan to have all floors of all 
patient and treatment buildings 
synchronized as to floor-to-floor 
height and level, thus dispensing 
with ramps. It is planned that all 
basements will be on the same 
level so that persons and supplies 
will move and be moved on that 
one level. It is likewise intended 
that most circulation on the first 
floors throughout the several build- 
ings within the loop will concern 
admissions, diagnosis and visitors. 
The bed patients on this floor will 
be primarily medical or under di- 
agnosis. The second floor in all 
hospital buildings, in the central 
building and even in the medical 
sciences building will be concerned 
primarily with surgery. The third 
floor will be primarily maternity, 
involving the two acute hospitals 
only. Pediatrics and specialties will 
be housed on the fourth floor in 
each hospital building. The medical 
sciences building is also planning 
its departments in such a manner 
that they will correspond to oc- 
cupancies in the several hospitals 
and in the central building. This 
will make it largely unnecessary 
for students and teaching staff to 
climb stairs or use elevators to 
circulate between school, hospitals 
and most central facilities. 

Architecturally, the planning of 
the medical center presents many 
opportunities and also many diffi- 
culties in the way of achieving a 
high standard of character. 

1. To begin with, the existing 
buildings C and K are almost new. 
They were planned for adults and 
children respectively as part of 
a tuberculosis hospital. Although 
these buildings are adaptable to 
general hospital use, their position 

(Continued on page 116) 
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HAT are the hospital utiliza- 

tion rates of Blue Cross 
members? This question has be- 
come of major importance during 
recent months, not only to Blue 
Cross administrators, but to state 
insurance commissioners, hospitals 
and representatives of the insured 
groups. 

The way to answer the question 
seems obvious: Just ask the Plan 
administrators. They can press a 
series of buttons on their account- 
ing machines to grind out the num- 
bers. True, impressive tables and 
charts have been exhibited by the 
Plans. Close examination of these 

At the time this paper was prepared, 
Max Shain was assistant professor of hos- 
pital administration at the Sloan Institute of 
Hospital Administration, Cornell Univer- 
sity, Ithaca, N.Y. He is currently on an 
extended leave from the university to the 
Hospital Planning Council for Metropoli- 
tan Chicago. Gertrude N. Miller was 
statistical supervisor in the Rochester 


(N.Y.) Blue Cross Plan when this study 
was made. 
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How many people does 


aplue Cross Plan cover? 





Unreliable estimates of Blue Cross 
membership and utilization rates exist 
because the actual number of depend- 
ent family members is unknown and 
questionable factors are often used to 
prepare the estimate, the authors state. 
Scientific sampling methods are rec- 
ommended for rendering these esti- 
mates more precise, and the results of 
a survey using these methods in one 
Plan are given. 


exhibits, however, betrays a basic 
weakness. The Plans can account 
precisely for the number of hos- 
pital admissions and days of care 
used by their members, but they 
don’t know, within closely defined 
limits, how many people they are 
insuring. Therefore, the quoted uti- 
lization rates must be taken with 
more than a few grains of salt. 
The difficulty is that more than 
half of the Blue Cross members 
are the wives, husbands and chil- 


by MAX SHAIN and GERTRUDE N. MILLER 


dren of family subscribers. Even 
if the Plans take pains to record 
the number, age and sex of these 
dependents at the time of enroll- 
ment, the information becomes 
quickly outdated by deaths, di- 
vorces, births, marriages and the 
aging of children. Since neither 
the dues structure nor eligibility 
for benefits requires notification of 
changes in dependents, the Plans 
must use other devices to main- 
tain a count of dependents and 
their characteristics. 


SEVERAL ESTIMATING METHODS 


To expect the Plans to take a 
periodic census of their entire 
membership in order to update 
their records would clearly be un- 
reasonable.* The expense would be 
very large, and large enough re- 
sponse well-nigh impossible to 
achieve. Three alternative methods 
of estimating the number and 
characteristics of dependents have 
been used: 

1. Government census reports 
on family size and composition 
have been referred to for ratios of 
family dependents to family heads. 
This approach assumes that Blue 
Cross members are a representa- 
tive sample of the population, but 
this assumption is not supported 
by available information. 

A number of surveys have dem- 

*In the Canadian province of Saskatche- 
wan, where there has been compulsory 
public hospital insurance since 1947, the 
government conducts a complete annual 
re-registration when it collects premiums. 
The Canadian situation is different from 
that of a Blue Cross Plan in that insurance 
there covers the entire population and re- 
registration is backed by public authority. 
The _complete hospital utilization data 
published by this Canadian province have 


been invaluable sources for research in 
this field. 
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Table 1—Rate of Response to Family Dependent Questionnaire, 
by Age Group of Subscriber 


Age group of 
subscriber 


Under 25 
25-44 

45-64 

65 and over 


TOTAL 


onstrated that Blue Cross mem- 
bership is concentrated among ur- 
ban industrial and commercial 
workers and their families, with 
corresponding under-represen- 
tation of the rural population, mi- 
nority racial groups and the aged. 
In addition, census definitions of 
family memberships may not con- 
form with the terms of Blue Cross 
contracts. There is no assurance, 
therefore, that general census data 
can be relied upon for this pur- 
pose. 

2. Calculations of ratios of de- 
pendents to family subscribers 
have sometimes been made from 
new applications or from selected 
groups when there was occasion to 
re-enroll them. This method also 
fails to give any assurance that 
the new entrants to the Plan or 
the members of the groups being 
re-registered are representative of 
the total membership. 

3. A representative sample of 
the entire membership may be 
drawn and a survey of this sample 
conducted to determine ratios of 
dependents to family subscribers. 
This method has this advantage: 
a fairly small number of cases will 
yield estimates that can be relied 
upon within defined limits. The 
statistical techniques for drawing 
such a sample and for evaluating 
the results are well known and 
fairly simple. The number of cases 
that must be surveyed is small 
enough so that intensive efforts 
may be employed economically to 
achieve a large response from the 
members drawn in the sample. 

This third alternative was used 
by the Blue Cross Plan in Topeka, 
Kan., in 1956, to establish esti- 
mates of its dependent member- 
ship. Building upon the Kansas 
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Number in 





Response 


rate (%) 


sample 


91 87.9 
89.5 
92.0 
94.2 


90.9 





experience, the authors employed 
the sample survey technique in a 
study of Plan membership in Roch- 
ester, N.Y. This report details the 
methods and results of the Roch- 
ester study. 


DETERMINING THE SAMPLE SIZE 


The number of subscribers to be 
included in the sample depends 
basically upon the limits of confi- 
dence that are acceptable for the 
results of the study. In this case, 
we wished to obtain an estimated 
ratio of dependents to family sub- 
seribers that could be relied upon 
to be within 0.10, with a proba- 
bility of at least 95 per cent. In 
other words, if the sample indi- 
cated an average of 2.40 depend- 
ents per family subscribers, we 
would want to be able to say that 
the chances were 95 out of 100 
that the true average was between 
2.30 and 2.50. 

A standard statistical formula 
provides the method for calculat- 
ing the minimum sample size. This 
formula is: 

t2S2 
(X—M)? 

Nis the minimum sample size. 
t is 1.96, which is the number of 
standard error units defining 
95 per cent of the area under 
the normal distribution curve; 
Sis the estimated standard de- 
viation of the distribution (on 
the basis of information ob- 
tained in the Kansas study, 
and preliminary studies that 
we conducted, we estimated it 
at 1.07), and 

X—M is equal to 0.10, the de- 
sired tolerance bétween the 
true mean number of depend- 
ents per subscriber and the 


sample mean to be derived 
from the survey. 

By applying the formula, we de- 
termined that the minimum sample 
size would be 450 families. How- 
ever, we wished to obtain esti- 
mates for subgroups of the total, 
by age and sex, if possible. Fur- 
thermore, we did not know how 
much nonresponse there would be. 
Therefore, we decided to choose a 
sample of 2000 family subscribers, 
which was approximately 1.5 per 
cent of the total number of family 
contracts in force. 


SELECTING THE SAMPLE 


For another purpose, a 10-per 
cent sample of contracts had been 
chosen by taking the punched cards 
for subscribers whose contract 
number ended with a zero. To get 
a 1.5 per cent sample from this, 
the cards with 30, 50, or 70 in the 
last two digits were selected, and 
then every other card from this 
group was retained. The cards for 
single subscribers (those without 
family dependents) were elimi- 
nated, leaving a sample group of 
2044 from among the 140,410 fam- 
ily subscribers, 

CONDUCTING THE SURVEY 


A double post card was sent to 
the subscribers in the sample, ask- 
ing for the age and sex of each de- 
pendent in the family (the age and 
sex of the subscribers was known 
from the membership application). 
In the Rochester Blue Cross Plan, 
a dependent is defined as a hus- 
band or wife and each unmarried 
child under age 19. It is of interest, 
also, to note that the family pre- 
mium rate is the same, regardless 
of the number or composition of 
family dependents. 

In order to reply, the subscriber 
simply filled in the blanks, de- 
tached the return section of the 
card and dropped it in the mail. 
A follow-up letter sent after two 
weeks brought the response rate 
up to almost 91 per cent. 

We noted, however, that there 
was a differential rate of response 
according to the age of the sub- 
scriber, as shown in Table 1, above. 
Although we obtained a very re- 
spectable response rate of more 
than 87 per cent in every age 
group, the oldest subscribers were 
more conscientious in returning 
the questionnaire than the younger 
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ones. Because, as will be seen, the 
ratio of dependents varies consid- 
erably with the subscriber’s age, it 
became important to weight the 
final results of the study according 
to the proportion of each age group 
in the subscriber population. 


ANALYZING THE RESULTS 


The 1855 family subscribers who 
responded to the questionnaire re- 
ported that they had 4450 depend- 
ents, an average of 2.40 depend- 
ents to each family subscriber. The 
standard deviation of the distribu- 
tion was 1.52 (somewhat larger 
than our working estimate) and 
the standard error of the mean 
was 0.035, indicating that there 
were 95 chances in 100 that the 
true mean of the population was 
plus or minus 0.07 of 2.40, that is, 
between 2.33 and 2.47 dependents 
per subscriber. When the ratio of 
dependents to subscribers was ad- 
justed for the age-sex distribution 
of the actual population, the esti- 


mated mean number of dependents 
was 2.42 per family subscriber. 

The first advantage of this sur- 
vey technique thus emerges: It is 
now possible to make a close esti- 
mate of the dependents covered by 
the Rochester Blue Cross Plan. It 
is interesting to compare this esti- 
mate (2.42 dependents per family 
subscriber) with the less rigorously 
derived estimate formerly used by 
the Plan, 2.137 dependents per 
family subscriber. By applying the 
new estimate, the Plan finds that 
it is covering almost 40,000 more 
persons than it believed previously. 
This raises the estimated total 
membership of the plan by almost 
8 per cent; it lowers the hospital 
utilization rate by a corresponding 
percentage. 

The survey also provides esti- 
mates of the family dependents by 
age and sex for male and female 
subscribers by their age groups. 
The estimated ratios are given in 
a condensed form in Table 2, be- 





low. By applying these ratios to 
the known age-sex distribution of 
family subscribers and then adding 
the single subscribers, it is possible 
to estimate the age and sex dis- 
tribution of the entire Rochester 
Plan membership. 

When this was done another im- 
portant factor affecting the Blue 
Cross utilization rate became evi- 
dent. The results indicated that 
members age 65 and over account 
for approximately 12 per cent of the 
adult membership. Previous stud- 
ies, four years ago, produced esti- 
mates that this age group com- 
prised only 8.3 per cent of the 
adult membership. Considering the 
high rate at which aged persons 
are hospitalized, we must expect 
that this shift in the Plan’s mem- 
bership will, in itself, be reflected 
in higher utilization rates. 

It is our belief that the ratios of 
family dependents to subscribers 
within each age-sex group do not 


(Continued on page 118) 








































Table 2—Ratios of Dependents to Family Subscribers, by Age and Sex of Subscribers*, August 1959 
Age-sex group of No. in Ratios of Dependents 
family subscribers sample Adults Children Total 95 per cent confidence limits 
Males 
Under 25 58 1.00 1,17 2.17 0.25 
25-44 714 1.00 2.35 3.35 0.10 
45-64 610 1.00 0.91 1.90 0.11 
65-over 150 1.00 0.03 1.03 | 0.03 
TOTAL MALES 1532 1.00 1.51 2.50 0.08 
Females 
| Under 25 20 1.00 0.55 iss | 0.40 
25-44 146 0.86 1.67 2.53 | 0.25 
45-64 144 | 0.89 0.59 1.48 0.14 
65-over 13 | 1.00 ° 1.00 _ 
| TOTAL FEMALES 323 0.89 1.05 1.94 0.15 
Both Sexes 
Under 25 768 1.00 1.01 2.01 0.22 
25.44 860 0.97 2.24 3.21 0.10 
45-04 734 0.97 0.85 1.82 009 
65-ever 163 1 00 0.03 1.03 6.03 
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buildings C and K are almost new 
They were planned for adults and 
respectively part of 
a tuberculosis hospital. Although 
these buildings are adaptable to 
general hospital use, their position 
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Table 1—Rate of Response to Family Dependent Questionnaire, 
by Age Group of Subscriber 


Age group of 
subscriber 


Under 25 
25-44 

45-64 

65 and over 


TOTAL 


onstrated that Blue Cross mem- 
bership is concentrated among ur- 
ban industrial and commercial 
workers and their families, with 
corresponding under-represen- 
tation of the rural population, mi- 
nority racial groups and the aged. 
In addition, census definitions of 
family memberships may not con- 
form with the terms of Blue Cross 
contracts. There is no assurance, 
therefore, that general census data 
can be relied upon for this pur- 
pose. 

2. Calculations of ratios of de- 
pendents to family subscribers 
have sometimes been made from 
new applications or from selected 
groups when there was occasion to 
re-enroll them. This method also 
fails to give any assurance that 
the new entrants to the Plan or 
the members of the groups being 
re-registered are representative of 
the total membership. 

3. A representative sample of 
the entire membership may be 
drawn and a survey of this sample 
conducted to determine ratios of 
dependents to family subscribers. 
This method has this advantage: 
a fairly small number of cases will 
yield estimates that can be relied 
upon within defined limits. The 
statistical techniques for drawing 
such a sample and for evaluating 
the results are well known and 
fairly simple. The number of cases 
that must be surveyed is small 
enough so that intensive efforts 
may be employed economically to 
achieve a large response from the 
members drawn in the sample. 

This third alternative was used 
by the Blue Cross Plan in Topeka, 
Kan., in 1956, to establish esti- 
mates of its dependent member- 
ship. Building upon the Kansas 
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Number in 


Response 


rate (%) 


sample 


91 87.9 
89.5 
92.0 





94.2 


90.9 


experience, the authors employed 
the sample survey technique in a 
study of Plan membership in Roch- 
ester, N.Y. This report details the 
methods and results of the Roch- 
ester study. 


DETERMINING THE SAMPLE SIZE 


The number of subscribers to be 
included in the sample depends 
basically upon the limits of confi- 
dence that are acceptable for the 
results of the study. In this case, 
we wished to obtain an estimated 
ratio of dependents to family sub- 
scribers that could be relied upon 
to be within 0.10, with a proba- 
bility of at least 95 per cent. In 
other words, if the sample indi- 
cated an average of 2.40 depend- 
ents per family subscribers, we 
would want to be able to say that 
the chances were 95 out of 100 
that the true average was between 
2.30 and 2.50. 

A standard statistical formula 
provides the method for calculat- 
ing the minimum sample size. This 
formula is: 

t2S2 
(X—M)? 
Nis the minimum sample size. 
t is 1.96, which is the number of 
standard error units defining 
95 per cent of the area under 
the normal distribution curve; 

Sis the estimated standard de- 

viation of the distribution (on 
the basis of information ob- 
tained in the Kansas study, 
and preliminary studies that 
we conducted, we estimated it 
at 1.07), and 

X—M is equal to 0.10, the de- 

sired tolerance bétween the 
true mean number of depend- 
ents per subscriber and the 


sample mean to be derived 
from the survey. 

By applying the formula, we de- 
termined that the minimum sample 
size would be 450 families. How- 
ever, we wished to obtain esti- 
mates for subgroups of the total, 
by age and sex, if possible. Fur- 
thermore, we did not know how 
much nonresponse there would be. 
Therefore, we decided to choose a 
sample of 2000 family subscribers, 
which was approximately 1.5 per 
cent of the total number of family 
contracts in force. 


SELECTING THE SAMPLE 


For another purpose, a 10-per 
cent sample of contracts had been 
chosen by taking the punched cards 
for subscribers whose _ contract 
number ended with a zero. To get 
a 1.5 per cent sample from this, 
the cards with 30, 50, or 70 in the 
last two digits were selected, and 
then every other card from this 
group was retained. The cards for 
single subscribers (those without 
family dependents) were elimi- 
nated, leaving a sample group of 
2044 from among the 140,410 fam- 
ily subscribers. 


CONDUCTING THE SURVEY 


A double post card was sent to 
the subscribers in the sample, ask- 
ing for the age and sex of each de- 
pendent in the family (the age and 
sex of the subscribers was known 
from the membership application). 
In the Rochester Blue Cross Plan, 
a dependent is defined as a hus- 
band or wife and each unmarried 
child under age 19. It is of interest, 
also, to note that the family pre- 
mium rate is the same, regardless 
of the number or composition of 
family dependents. 

In order to reply, the subscriber 
simply filled in the blanks, de- 
tached the return section of the 
card and dropped it in the mail. 
A follow-up letter sent after two 
weeks brought the response rate 
up to almost 91 per cent. 

We noted, however, that there 
was a differential rate of response 
according to the age of the sub- 
scriber, as shown in Table 1, above. 
Although we obtained a very re- 
spectable response rate of more 
than 87 per cent in every age 
group, the oldest subscribers were 
more conscientious in returning 
the questionnaire than the younger 
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ones. Because, as will be seen, the 
ratio of dependents varies consid- 
erably with the subscriber’s age, it 
became important to weight the 
final results of the study according 
to the proportion of each age group 
in the subscriber population. 


ANALYZING THE RESULTS 

The 1855 family subscribers who 
responded to the questionnaire re- 
ported that they had 4450 depend- 
ents, an average of 2.40 depend- 
ents to each family subscriber. The 
standard deviation of the distribu- 
tion was 1.52 (somewhat larger 
than our working estimate) and 
the standard error of the mean 
was 0.035, indicating that there 
were 95 chances in 100 that the 
true mean of the population was 
plus or minus 0.07 of 2.40, that is, 
between 2.33 and 2.47 dependents 
per subscriber. When the ratio of 
dependents to subscribers was ad- 
justed for the age-sex distribution 
of the actual population, the esti- 


mated mean number of dependents 
was 2.42 per family subscriber. 

The first advantage of this sur- 
vey technique thus emerges: It is 
now possible to make a close esti- 
mate of the dependents covered by 
the Rochester Blue Cross Plan. It 
is interesting to compare this esti- 
mate (2.42 dependents per family 
subscriber) with the less rigorously 
derived estimate formerly used by 
the Plan, 2.137 dependents per 
family subscriber. By applying the 
new estimate, the Plan finds that 
it is covering almost 40,000 more 
persons than it believed previously. 
This raises the estimated total 
membership of the plan by almost 
8 per cent; it lowers the hospital 
utilization rate by a corresponding 
percentage. 

The survey also provides esti- 
mates of the family dependents by 
age and sex for male and female 
subscribers by their age groups. 
The estimated ratios are given in 
a condensed form in Table 2, be- 


low. By applying these ratios to 
the known age-sex distribution of 
family subscribers and then adding 
the single subscribers, it is possible 
to estimate the age and sex dis- 
tribution of the entire Rochester 
Plan membership. 

When this was done another im- 
portant factor affecting the Blue 
Cross utilization rate became evi- 
dent. The results indicated that 
members age 65 and over account 
for approximately 12 per cent of the 
adult membership. Previous stud- 
ies, four years ago, produced esti- 
mates that this age group com- 
prised only 8.3 per cent of the 
adult membership. Considering the 
high rate at which aged persons 
are hospitalized, we must expect 
that this shift in the Plan’s mem- 
bership will, in itself, be reflected 
in higher utilization rates. 

It is our belief that the ratios of 
family dependents to subscribers 
within each age-sex group do not 

(Continued on page 118) 





Table 2—Ratios of Dependents to Family Subscribers, by Age and Sex of Subscribers*, August 1959 





Age-sex group of 
family subscribers 


No. in 
sample 


Ratios of Dependents 





Adults Children 


95 per cent confidence limits 








Under 25 





25-44 
45-64 
65-over 


TOTAL MALES 


Females 
Under 25 
25-44 
45-64 
65-over 


TOTAL FEMALES 


Both Sexes 








2.01 0.22 


Under 25 78 1.00 1.01 


25-44 860 0.97 2.24 3.21 0.10 


45-64 754 0.97 0.85 1.82 0.09 





65-over 163 1.00 0.03 1.03 0.03 


GRAND TOTAL 1855 0.98 1.43 2.40 0.07 











"Presented here in condensed form because of space limitations. Copies of the complete table may be requested from Max Shain, Hospital Planning Council of 
Metropolitan Chicago, 79 West Monroe Street, Chicago 3, Ili. 
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Why polyethylene Can Liners? 
& 


Because you can save more than $3000 a year on handli leaning, 
sterilization and replacement of cans...sharply r anger of 
cross-infection—from contact or from air transmi ... reduce 
noise by minimized handling of metal cans. 


WHY KORDITE POLYETHYLENE CAN-LINERS? 


DESK MC e Industrial Division 
KORDITE COMPANY 
Macedon, N. Y. 


Without obligation, please send 

[-] Sample Can Liners [] Usage Chart 
Name .... 

Title ... 


Kordite gives you a complete line: choice of 8 stock 
sizes to fit any can. Kordite provides easy quantity 
control. 50 bags are grouped together; no package 
contains more than 250. Handy usage chart assures 
the proper size for each application. No guesswork, 
no waste. 

Have your purchasing agent or head housekeeper 
test Kordite plastic liners in your hospital at our 
expense. Samples of the 32-gallon liners (the most 
popular size) and our usage chart are available from 
your Kordite distributor. Or send the coupon. 


Organization 
Address 


Zone.... State 


DIVISION OF NATIONAL 
DISTILLERS & CHEMICAL 
CORPORATION 
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ULTRAMODERN BRASILIA, 
TOO, CHOOSES PENTOTHAL 


i, 


Yesterday, here stood only waisthigh grasses of a 
trackless savanna. Today, skyscraper pinnacles 
thrust upward in one of the world’s most advanced 


concepts of city planning. 


Near Brasilia’s heart is placed one of its proudest 
elements, a magnificent hospital center. Here, as you 
would expect, Pentothal is an anesthetic of choice. The reasons are the 


same that have made it a favorite in 75 other lands: 


Ease and rapidity of induction. 

Absence of delirium (Stage II of anesthesia). 

Rapid emergence from unconsciousness. 

Relative freedom from postoperative nausea, vomiting. 
Relative absence from respiratory irritability. 

Ability to rapidly increase narcosis. 


Freedom from fire and explosion hazard. 


These same reasons can make Pentothal equally useful to you and your 
own hospital. Your Abbott representative will be glad to supply full 


details on this product. 


PENT O THAL sodium 


Thiopental Sodium, Abbott) 


Over 3200 world reports attest to the efficacy of PENTOTHAL 


BRASILIA (opposite page), by South 
America’s Juan Carlos Colevatti, is avail- 
able in wide margins for framing. Write 
Professional Services, Abbott Laborato- 
ries, North Chicago, Illinois. 
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ABBOTT SETS 
ARE BUILT 
TO TAKE IT 


Abbott Blood Administration Sets are built to stand up under 
punishment. Heavy-duty construction is used everywhere. 





the material itself. The piercing cannula is molded of 


big. fropect acrylic. The metal filter is permanently imbedded 4 











tough, too. While almost any set can transfuse fresh L 
real test comes in handling stored blood, with its 
fibrin content. Here’s where Abbott’s exclusive f 









pays off. The mesh—over four square inches—is mi r - 
Monel metal, whose hard, uniform strands afford no 











debris ein to accumulate, the flexible char 
be _— to clear it without dismantlin 







extra-length Blood Administration Sets. 78 full inches give 






you ample reach at bedside or surgery. 






Remember, too, the helpful variety of styles available 





from Abbott: primary, secondary, Y-type, 






controlled volume, and inline blood pump 
administration sets. Your Abbott man will ABBOTT 







gladly demonstrate. See him soon. 
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fiofessional fractice 


DEMONSTRATIONS and explanations of 
new mechanical equipment and apparatus 
used in patient care situations made up 
one popular session at the refresher course. 


THE NURSING SHORTAGE: 


refresher courses may be the answer 


URSING Officials at the Univer- 
N sity of Florida Teaching Hos- 
pital and Clinics, Gainesville, aware 
of the large percentage of inactive 
registered nurses in the state, 
sought a possible solution to the 
local shortage of nurses in a re- 
fresher course. 

According to the 1960 state in- 
ventory, there were 10,845 nurses 
registered and employed in Florida 
and 3036 registered and resident 
but not active in nursing. It seemed 
reasonable that a review program 
might bring into active duty some 
of these retired nurses, and with 
that goal in mind the hospital ini- 
tiated a refresher course. The ses- 
sions, which ended last June, were 
slanted toward the registered nurse 
who, because of marriage, mother- 
hood, or other reasons had quit 


Lillian F. Garrity is coordinator of orien- 
tation and training at the University of 
Florida Teaching Hospital and Clinics, 
Gainesville. 
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A refresher course for inactive nurses 
to increase the local nurse supply was 
received with enthusiasm, the author 
states. The informal demonstration and 
practice sessions reacquainted the 
nurses with nursing care techniques 
and re-established their confidence in 
patient care situations. 





nursing and later failed to return 
because of her unfamiliarity with 
techniques and modern equipment. 

The course was designed not only 
to bring these nurses up to date, 
but to restore their professional 
confidence in working with pa- 
tients. Our belief was that retired 
nurses, if made to feel more com- 
petent in a current hospital situa- 
tion, would be more likely to re- 
spond to emergency needs. 


RECRUITMENT WAS SIMPLE 


Student recruitment, which was 
handled by the Office of Health 
Center Information at the Univer- 


sity of Florida Teaching Hospital 
and Clinics, was simple. Radio 
spots, television announcements 
and newspaper coverage brought 
in 82 retired and employed nurses 
from the predominantly rural 
area, covering 10 towns and cities, 
Expecting a total enrollment of 
not more than 25, hospital officials 
were startled. An average of 62 re- 
cruits attended each Tuesday eve- 
ning from April through June. 
Forty-seven registered nurses com- 
pleted the course and were award- 
ed certificates. Only 29 of the 62 
were retired, and their years of re- 
tirement ranged from one to 30 
years. The other students hoped 
to benefit from a replenishment of 
their store of nursing skills. 
Instruction was initiated as part 
of the inservice education program, 
of which the author is coordi- 
nator. The three-hour sessions 
were set up so that demonstration, 


69 








FIRST CLASS: 
Introduction and welcome 


Sterile supply display 
Discussion of unit management 


SECOND CLASS: 


THIRD CLASS: 
Body mechanics—range of motion 


Discharge of the patient: regular, against advice, after death 





FOURTH CLASS: 


REFRESHER COURSE FOR REGISTERED 
PROFESSIONAL NURSES 


Tour:—pediatrics, nursing education, ambulant wing 


Discussion—Team concept in nursing 


Demonstration and practice of mechanical equipment 


FIFTH CLASS: 


SIXTH CLASS: 


SEVENTH CLASS: 





EIGHTH CLASS: 
Postoperative care 


NINTH CLASS: 
Presentation of certificates 


lecture, discussion and _ practice 
sessions were appropriately com- 
bined, 

Taught by the nursing and phar- 
macy staff, as well as by members 
of the physical therapy, inhalation 
therapy and maintenance depart- 
ments, the program presented an 
impressive supply of challenging 
professional knowledge. At one 
session, pharmacists reviewed in- 
sulins, antibiotics and antihyper- 
tensives, as well as other recent 
drug therapies. 

Methods of administering drugs 
by means of intravenous tubings, 
flasks and nebulizers and other 
techniques were demonstrated. 
Many of these methods were new 
to some members, 


DEMONSTRATION AND PRACTICE 


At one popular session, mechani- 
cal equipment was set up in booths 
county-fair style. A nursing su- 
pervisor in each booth conducted a 
demonstration and a lively practice 
session followed, using orthopedic, 
neurosurgical, and oscillating beds 
and portable lifts. Curious stu- 
dents observed the workings of 
bed scales. They were permitted 
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Review of drugs, solutions and administrative techniques 
Care of the patient with oxygen therapy 


Preparation of patient for procedures 








to manipulate Stryker frames with 
anterior and posterior shells de- 
signed to keep the patient’s body 
in direct alignment and to relieve 
pressure. 

The sessions were informal and 
questions were welcomed. Nurses 
enjoyed a more meaningful inter- 
pretation of material through dis- 
cussion, participation in practice 
and comparison of experience. Each 
person was assigned three reaction 
papers, which were to be handed 
in at random during the course. 
Student response ran high in grat- 
itude and enthusiasm for the cur- 
ricular emphasis on actual bedside 
nursing. 

Of the women already employed, 
many considered the course a boost 
to professional pride and compe- 
tence. One member of the class 
remarked in her reaction paper, 
“Though I am nursing, I am glad 
for the opportunity to brush up on 
procedures I have not encountered 
too often.” Another wrote, “Though 
I am actively employed, the course 
provided a wonderful review of 
new procedures and new equip- 
ment... also methods and policies 
in teaching students.” 


One nurse praised the course for 
“revivifying dormant experiences 
in terminology and training”, and 
for the “splendid fellowship of the 
student body . . . and the compe- 
tence of the instructors’. Still 
another was “gratified to know that 
measures are being taken to get 
the nurse back to the bedside”’. 

The reaction papers of the re- 
tired nurses spoke again and again 
of the values of the program in 
equipping them to return to nurs- 
ing. “I feel like a part of the. . 
profession again,” said a student 
who had been inactive for several 
years. Another paper declared its 
author “capable of re-entering the 
field productively”, even though 
she had been inactive for nine 
years. The course bridged a 10- 
year retirement gap for one nurse, 
who said she had “gained enough 
to return to nursing through the 
informative and refreshing ses- 
sions.” 

Reactions papers praised the 
“wonderful spirit of the nurses”, 
and the “new and_ fascinating 
equipment”. Many papers evalu- 
ated each session in terms of prac- 
tical use as to easier, more intelli- 
gent ways to achieve better patient 
care. 

BROAD COVERAGE GIVEN 

The program presented a wide 
coverage in depth and breadth. 
Vocational Rehabilitation supplied 
three department members, two of 
them physical therapists, to review 
body mechanics and the position- 
ing of the patient for comfort. The 
chief physical therapist reviewed 
approved techniques of moving 
limbs and the best ways of moving 
patients from place to place. Wom- 
en out of touch with such skills of 
ministration observed how deftly 
sick people can be handled. 

One valuable session concerned 
itself with the preparation of pa- 
tients for diagnostic studies and for 
x-ray procedures and for surgery in 
the major and minor operating 
room suites. This session was held 
in the unit examining room, spe- 
cially equipped for diagnostic and 
therapeutic testing with the three 
hours given over to lecture, dem- 
onstration and practice. 

At another scheduled meeting, 
the inhalation therapist demon- 
strated respirators, iron lungs and 
other intermittent positive pres- 
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[Advertisement] 


You can CONVERT 


existing sterilizers 
to HIGH VACUUM 


by Richard D. Castle 


@ High Vacuum Sterilization promises new rewards in the 
hospital’s constant search for safer and more efficient sterile 
techniques. Processing times one-fourth those of present day 
“downward displacement” sterilizers, safety in the certain 
killing of bacteria, and the reduction of damage to goods are 
advances of real significance. 

@ Realizing that many hospitals have only recently purchased 
expensive steam sterilizing equipment, we decided early to 
produce our OrthoVac High Vacuum System in the form of 
console ‘‘conversion kits.’’ Conversion of any existing steam 
sterilizer is a simple, on-the-site job. The hospital enjoys the 
advantages of high vacuum modernization without having to 
obsolete present equipment. 


Typical conversion unit with console recessed next to sterilizer. 


@ Performance of the “‘converted”” High Vacuum Sterilizer is 
generally very nearly as good as the “all-new” installation. 
The lower design pressure of most older vessels somewhat re- 
stricts their useful temperature range. A 17 psi design, for 
example, limits temperature to about 250° F., whereas new 
higher-pressure vessels specially built for the vacuum process 
will support temperatures up to 275° F. Overall cycle time for 
the 36 psi OrthoVac high pressure type is just 15 minutes, with 
approximately 27 minutes required for a 17 psi OrthoVac 
conversion. Despite the greater speed of the newer vessel, the 
converted sterilizer cycle is still a vast improvement over the 
one-to-two hour “downward displacement”’ cycle now in use. 
@ Aside from the vast improvement in overall speed, the con- 
verted high vacuum sterilizer has tremendously increased 
capacity. Since air elimination is no longer a problem, dense 
packaging and loading are perfectly safe. Generally speaking, 








NO. 3 IN A SERIES 


This is the third in a series 
of articles on High Vacuum 
Sterilization and how it brings 
greater safety and efficiency 
to hospital sterilization. Its 
author is Richard D. Castle, 
head of Research and Devel- 
opment, Wilmot Castle Com- 
pany, Rochester, N.Y. Work- 
ing with the Drayton Regu- 
lator & Instrument Co., Ltd., 
of England, Castle has devel- 
oped the OrthoVac* System in 
an exclusive console design, 
permitting on-the-site conver- 
sion of existing “downward 
displacement”’ steam steriliz- 
ers to the revolutionary high 
vacuum process. 




















a 25% increase in output per load may be expected from 
existing equipment upon its conversion. The life of goods 
sterilized is also materially increased. 

@ The safety afforded is, of course, of first importance. With 
the drawing of a near-absolute vacuum, uniformity of temper- 
ature throughout the load is obtained within a predictable 
period, regardless of size of load or manner of packaging. 
Common errors in packaging and loading are no longer critical. 
And, sterilization becomes a mathematical certainty through 
use of an exclusive Time-Temperature Integrator. Based on 
established time-temperature requirements, the Integrator 
selects and controls the exposure period necessary for kill, 
automatically compensating for the normal rises and drops in 
temperature which occur throughout the cycle. The operator 
is relieved of all need to make manual time settings, thus 
saving time and eliminating possibility of error. 

@ The control console itself is designed for mounting next to 
the parent sterilizer in either wall-recessed or cabinet form. It 
comes equipped with an oil-seal vacuum pump, barometrically 
compensated pressure switch, automatic controls and inter- 
connecting piping. 

@ Approximately 30 inches of wall space are required on either 
left or right of the existing sterilizer. In situations where 
space is a problem, retirement of an “‘extra’”’ older sterilizer is 
often justified by the increased output of the new system. 

@ For successful conversion, the existing parent vessel should 
be of welded design to prevent leakage under vacuum condi- 
tions. The higher the design pressure, the shorter the cycle. 
Any size or make of vessel may be converted. Full economy of 
the high vacuum system is better realized, of course, in vessels 
of larger size. 

@ Installation is quite simple. Existing steam supply lines and 
drains may be used. Piping and controls are stripped from the 
old sterilizer, and direct connection made to the console. The 
console is then connected to existing services. Occasionally a 
water supply for condensing the steam and electric current 
for operation of the console controls must be added where 
they do not already exist. 

@ First High Vacuum conversions in U. S. hospitals will be 
made this year with OrthoVac Consoles. Our affiliates at 
Drayton have already made well over 200 such conversions in 
England. A wealth of experience will be at your disposal 
should your hospital join the many others modernizing by 
converting or with all new OrthoVac Systems. 


For further information on OrthoVac write for Bulletin H-283. 


WILMOT CASTLE COMPANY, 
*Trademark Wilmot Castle Company 
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1406 E. Henrietta Rd., Rochester 18, New York 
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sure breathing mechanisms. Nurses 
observed the latest in oxygen tents 
and were instructed in new meth- 
ods of administering oxygen by 
tent, by catheter and by cannula. 
This meeting was one of the most 
highly praised. 

Because of the large number of 
nurses in the class and because of 
the variety in their past experi- 
ence, a special session was held on 
a Thursday night in the middle of 
the program to allow retired nurses 
a full practice session open to ques- 
tion and answer. This meeting pro- 
vided a simple review of checking 
vital signs—temperature, pulse, 
respiration, blood pressure, gag re- 
flex and pupillary reactions. 

The 25-hour course closed with 
the presentation of certificates by 
the hospital director. The assist- 
ant dean in charge of nursing serv- 
ices assisted with the 47 awards. 
Nurses from a local hospital do- 
nated coffee and cookies for a 
social hour. 


SURVEY CONDUCTED 
Three months after the end of 


the course, questionnaires were 
mailed to the members of the re- 
fresher course. Fifty-seven of the 
82 replied; among these were 28 of 
the 29 retired nurses. This ques- 
tionnaire was sent out as an ad- 
ditional measure of evaluation of 
the program both as recruitment 
method and as pilot study. 

Two of the 29 retired nurses 
have come back to full-time and 
one to part-time nursing at Teach- 
ing Hospital. Two of this group of 
three had not been active for 10 
years. For the third woman, the 
course had spanned 29 years as an 
inactive registered nurse. Each of 
the three indicated that, without 
benefit of the refresher course, 
they could not have returned to 
practice. 

The nurse who retired 29 years 
before found her biggest problem 
in learning to work with aides and 
other ancillary help. The inservice 
education coordinator gave her 
weekly tutoring; this support was 
continued until the nurse felt some 
confidence and those on her service 
considered her proficient. 

The questionnaire disclosed the 
following facts about the rest of 
the 28 retired nurses: 

Five nurses have joined the 


registry and are doing private duty 
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nursing, three on a part-time and 
two on a full-time basis. Five 
others planned to return to work 
soon. Ten nurses mentioned their 
children as the prime reason for 
remaining inactive, while two 
mentioned illness and three inse- 
curity. 


RECRUITMENT STIMULATED 


Some refresher course students 
already nursing became interested 
in recruitment. With this group the 
questionnaires corroborated the in- 
formation given in the reaction 
papers of a general feeling of 
practical and theoretical benefit. 


Virtually all those who finished the 


course said that it had helped them 
to do a better job. 

Reaction papers indicated a de- 
sire for a variety of short-term 
courses. They would like medical, 
obstetrical, surgical and pediatric 
nursing institutes. Care of the pre- 
mature infant and the cardiac pa- 
tient were among other specific re- 
quests, Private duty nurses were 
interested in the preoperative and 
postoperative care of spinal, thor- 
acic and neurosurgical patients. 

The nursing service department 
at the University of Florida Teach- 
ing Hospital and Clinics expects to 
offer some of these short-term 
courses in the future. " 





NOTES AND COMMENT 





Research on staphylococci 
resistant to antibiotics 


Staphylococcic resistance to antibiotics is “now regarded as the most 
immediately urgent problem confronting hospitals,” according to Justin 
M. Andrews, M.D., director, National Institute of Allergy and Infec- 


tious Diseases. 


Dr. Andrews recently told a Senate Appropriations Subcommittee 


about the findings of one federally 
supported researcher who was 
studying 24 years of patient rec- 
ords at Boston City Hospital. The 
researcher found that the number 
of deaths from pneumonia and 
streptococcal infections had been 
reduced by antibiotics during the 
period studied, but that this reduc- 
tion was “more than overshad- 
owed” by the increase of deaths 
from staphylococcal diseases and 
other bacterial infections previ- 
ously considered relatively harm- 
less. 

Other experiments, according to 
Dr. Andrews, have disclosed an 
agent which actually “pirates” 
antibiotic-resistant mechanisms 
from resistant strains of staphylo- 
coccus and deposits them in pre~ 
viously susceptible strains. 

In another study, Dr. Andrews 
reported, researchers working with 
the coliform group of bacteria ex- 
tracted certain soluble constituents 
from the bacterial cells, which con- 
tain the enzymes responsible for 
energy production and use in these 
bacteria. When these energy-pro- 
ducing enzymes were removed 
from the bacterial cells of suscepti- 
ble strains of coliform bacteria, 





their activities were inhibited by 
antibiotics, Dr. Andrews reported, 
but this was not true of the resist- 
ant strains. 

“Such an experiment pinpoints 
the particular locus of resistance in 
certain bacteria and hopefully may 
lead to a prototype definition of 
the resistance mechanism in gen- 
eral,” Dr, Andrews told the Sub- 
committee. 

In addition, federal funds are 
supporting a continuing study to 
furnish exact data on the degree 
of virulence which may be induced 
by specific quantities of standard 
staphylococcic strains. Dr. Andrews 
stated that this information could 
be used as a balance for immuniza- 
tion tests. 

Congress increased federal funds 
for staphylococcic research by $1 
million in 1959 and continued fi- 
nancial support at this level in 
1960. According to Dr. Andrews, 
such research is proceeding at a 
fundamental level, largely because 
the problem has been poorly ex- 
plored to date, which is the result 
of previously insufficient research 
funds. a 
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There’s plus value in every sheet of Kodak 
Royal Blue Medical X-ray Film. Plus speed 
...it’s the fastest Kodak medical x-ray film. 
Plus uniformity . .. dependable always. 

Plus the biggest plus of all—the plus infor- 
mation you get when you read the finished 
radiograph ! 

Order from your Kodak x-ray dealer. 


X-ray Sales Division 


EASTMAN KODAK COMPANY, Rochester 4, N. Y. 
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One push of the spike into the big 
bullseye on the solid stopper and the 
Saftisystem ‘‘28” is ready to go. There 
are no rubber diaphragms to remove, 
no tabs to pull, no caps to unscrew 
and no sets to screw on. That’s why 
it’s possible to set up the Saftisystem 
“28” in seconds—and do it right. 













SAFTISYSTEM“28”” 
z 2 - 


CUTTER LABORATORIES 
Berkeley 10, California 
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DRUG CONTROL 
STANDARDS FOR 
NURSING HOMES 


HARMACISTS of today are being 

beset on every side by serious 
problems. Significant strides are 
being made toward the solution of 
many of these problems. Many of 
them, however, are receiving only 
cursory attention. Some of the 
most serious moral and _ legal 
problems that are facing the phar- 
maceutical profession of today are 
in realm of what lawyers call 
“errors of omission.” 

Consider for a moment the area 
of providing pharmaceutical serv- 
ices to the more than 450,000 per- 
sons being cared for in the na- 
tion’s 25,000 nursing homes. It is 
estimated that more than 90 per 
cent of these individuals in pro- 
prietary nursing homes are be- 
yond the age of 65. Most of them 
cannot walk alone, and more than 
20.4 per cent are completely bed- 
fast. If we further examine the 
statistics regarding nursing home 
patients, we find that 65.6 per cent 
of them are suffering from cardio- 
vascular disorders, 56.1 per cent 

Kenneth R. Nelson Jr. is consultant in 
administrative management of medical 
care facilities, Nursing Home Services Sec- 
tion, Division of Chronic Diseases; U‘S. 
Public Health Service. 


This article is also appearing in the June 
issue of Professional Nursing Home. 
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Higher standards for drug handling 
and administration in the nation’s 
nursing homes are vital to the care and 
protection of patients in these homes, 
the author states. He describes a group 
of recommended standards now being 
developed by a division of the U.S. 
Public Health Service and suggests how 
application of these standards can be 
implemented. 





are mentally confused and 5.8 per 
cent suffer paralytic diseases.* 

Current care and treatment of 
these conditions calls for the use 
of some of the newest and most 
potent pharmaceutical agents 
known, yet only a small number 
of these homes employ even a 
consulting pharmacist on a part- 
time basis. From these facts, one 
can see that some of these patients 
may depend on some sort of drug 
therapy for the maintenance of 
health. 

Almost 66 per cent of the pa- 
tients in nursing homes receive 
medication of some type. Many 

*Solon, J.; Roberts, D. W.; Krueger, D. 
C.; and Baney, A. M. Nursing Homes, Their 
Patients and Their Care. A Study of Nurs- 
ing Homes and Similar Long-Term Facili- 
ties in 13 States. Public Health Monograph 
No. 46 PHS Publication No. 503. Washing- 


ton, D.C. U.S. Government Printing Office, 
1957. 


receive more than one medica- 
tion. Most of these drugs are sup- 
plied by a local pharmacist on a 
prescription basis. The pharmacist 
almost never sees the patients, 
rarely sees the physician prescrib- 
ing the medication (though he 
may consult with him by phone), 
and usually he does not know the 
administrator of the home or the 
person administering the medica- 
tion. 

In some cases, nursing homes 
stock various medications, where 
state laws permit, and issue them 
to patients on a prescription basis. 
Sometimes such a home employs a 
pharmacist; usually it does not. 
The result is that the patients in 
these homes run a constant risk of 
receiving the wrong medication. 

To complicate matters more, a 
number of mail order “drug 
houses” have sprung into being in 
recent years, and are making a 
practice of dealing directly with 
nursing homes. As a result, the 
nursing home medical care team 
does not include a pharmacist in 
any capacity. 


RESPONSIBILITIES NOT UNDERSTOOD 


Often the nursing home admin- 
istrator does not know of, or un- 
derstand, either his legal or moral 
responsibilities regarding the han- 
dling or use of medications. Most 
nursing home administrators feel 
that as long as a physician’s pre- 
scription has been filled in a local 
pharmacy and delivered to the 
home, their only responsibility is 
to see that the patient takes the 
medication as ordered. Such things 
as drug labels, drug storage, and 
like matters are of little or no 
concern to them. Many nursing 
home administrators who do feel 
that they should take certain 
measures to guard against the 
mishandling of drugs in their 
homes do not know what protec- 
tive measures they should take or 
to whom they can turn for advice. 
The result is that they take only 
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limited measures and these are 
often worse than no protection at 
all. 

Fortunately, a number of or- 
ganizations are beginning to work 
in this area. The American Society 
of Hospital Pharmacists has re- 
cently appointed a committee on 
pharmaceutical procedures for 
nursing homes. This committee 
will attempt to develop a set of 
standards for the effective han- 
dling of pharmaceuticals in nurs- 
ing homes. 

The Nursing Home _ Services 
Section of the U. S. Public Health 
Service Division of Chronic Dis- 
eases has published a Nursing 
Home Standards Guide.* The pur- 
pose of this guide will be to help 
standard setting authorities to de- 
velop minimum standards for the 
establishment, maintenance and 
operation of nursing homes. Ap- 
proximately seven pages of the 
guide are devoted to the discus- 
sion of pharmaceutical standards 
for nursing homes. The statements 
on these pages differ from those 
being developed by the American 
Society of Hospital Pharmacists 
in that they are minimal in nature 
and related to laws and rules and 
regulations. 


A DIFFICULT TASK 


The task of developing the 
standards to be contained in the 
Nursing Home Standards Guide 
was extremely difficult. From the 
outset, developers of the guide 
attempted to keep the following 
principles in mind: 

1. Standards are not merely 
laws or words. They are principles 
that serve to educate as well as 
regulate. 

2. Individual standards are 
merely building blocks. When com- 
bined, they expound a concept 
rather than a technique. 

3. Each standard must be flex- 
ible enough to serve its educa- 
tional purpose, yet rigid enough 
to allow for prosecution of those 
who violate its principle. 

In addition, those who devel- 
oped the standards had to con- 
tinually determine whether the 
standard being written was ideal 
or whether it was basic in nature 
and therefore should be made 
mandatory by law. 


*PHS Publication No. 827. This can be 
purchased from the Superintendent of 
Documents for 45 cents. 
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As a result of such considera- 
tions, the standards expressed 
here often are minimal in nature 
and represent compromises be- 
tween two extremes. Hopefully 
they are expressed in a way that 
will encourage nursing home ad- 
ministrators to establish safe, ef- 
fective, and practical medication 
controls in their homes. 

The first pharmacy recommen- 
dation in the guide, as it now 
stands, requires that each nurs- 
ing home have “an advisory phar- 
macist or a pharmaceutical advi- 
sory committee, on which there is 
at least one licensed pharmacist.” 
It was felt that such a person or 
committee would be able to help 
the administrator establish ef- 
fective drug control measures, as 
well as keep him aware of the 
various federal, state and _ local 
regulations dealing with the han- 
dling of pharmaceuticals. 


AN IMPOSSIBLE STANDARD 


Serious consideration was given 
to requiring nursing homes of 50 
beds or more to employ a phar- 
macist on a full-time or part-time 
basis. Such a provision, although 
it would appear desirable, could 
not be made mandatory for a 
number of reasons, not the least 
of which is that the standards 
are “minimum.” Because licensed 
pharmacists are in short supply, 
to require 50-bed nursing homes 
to employ such a person would, in 
effect, require them to meet an 


unreasonable if not impossible 
standard. 
There is also a question of 


whether a full-time pharmacist 
would be needed in any but the 
larger homes. Most nursing homes 
care for chronically ill individuals 
who stay with them for many 
years. In most cases, these persons 
receive a number of medications 
on a routine basis, but these med- 
ications do not change frequently. 
For this reason, nursing homes 
usually do not stock drugs dis- 
pensed by prescription only. They 
have found it is far simpler and 
more economical to purchase 
their medications as prescriptions 
at a local pharmacy. A consultant 
pharmacist could supply the needs 
of the home admirably. 

The second standard in the 
guide deals with “stop orders.” 
Because physicians usually visit 


their patients infrequently, it was 
felt that each nursing home 
should have in writing a policy 
governing termination of open- 
end medication orders. After con- 
siderable discussion, it was decid- 
ed that a policy similar to that 
being used in most general hospi- 
tals should be incorporated in 
state standards. In its present 
form, the guide provides for the 
automatic discontinuance of med- 
ication after seven days, unless 
otherwise specified by law or the 
attending physician. 


BASIC REQUIREMENTS NECESSARY 


The provisions in the standards 
guide for the storage, labeling and 
packaging of medications may ap- 
pear rudimentary to most phar- 
macists, yet conditions in many 
nursing homes show that these re- 
quirements are necessary. The 
provisions are: 

1. Store medications in a locked, 
well lighted and clear cabinet or 
closet. 

2. Store “external” use medica- 
tions apart from “internal” use 
medications and cleaning agents 
in areas isolated from the above. 

3. Store narcotics in a locked 
and securely fastened box or 
drawer in the medicine cabinet. 

4. Store biologicals and other 
medications requiring refrigera- 
tion in a separate refrigerator. If 
this is not possible, such substances 
should be placed in a separate, 
sealed and marked container in a 
general use refrigerator. 

Although these requirements 
are basic, most states do not carry 
many of them in their nursing 
home licensure standards. The re- 
sult is that one may find contain- 
ers of detergents, cleaning fluid 
and similar compounds placed on 
the same shelf with bottles of 
vitamins, aspirin, mineral oil and 
other internal use medications: 

The question of packaging and 
labeling of drugs was examined 
closely by the group developing 
recommendations to be included 
in the Nursing Home Standards 
Guide. The current practice of 
labeling medication containers 
with only the patient’s name, 
prescription number and direc- 
tions for taking the medication 
was of great concern to the group. 
As a result of this practice, many 
nursing homes carry in their med- 
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COMPACT Storage CABINET 
TAKES NO MORE ROOM YET A 
TRIPLES STORAGE SPACE! | cxyiosee-jesssto teen 


easy to see...easy to reach. 
With the exclusive McKesson & Robbins COMPACT 





As illustrated above: McKesson COMPACT Storage 
CABINET, #100, is 35” wide, 16” deep, and 30%” 
high. It comes with 20 adjustable steel trays with 

CABINET you control every inch of space. Movable 

and interchangeable trays adjust easily within the 

cabinet. Other trays fit on the inside of the wide 

swinging doors to put to work all the interior space 


transparent plastic leading edges for greater visibil- 
ity. This space-economizer can be used as a wall hang- 
ing unit or part of a complete installation. A floor 
standing combination consisting of two COMPACT 


CABINETS-—one with a finished top, the other (#110) 
a center section, and a base (#120) with drawers 
35” wide, 16” deep, and 22%” high—provides a space- 
saving 82%” high unit. 


which is wasted in ordinary cabinets of comparable 
size. This new flexibility more than triples the 
McKesson COMPACT CABINET capacity by meet- 
ing a wide range of storage space requirements with- 
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stores four times more in the same space! 


McKesson MAGAZINE Space Saver DISPENSER 
with its gravity feed, inclined trays, gives you con- 
trol of four times the usual number of fast-moving, 
prepackaged pharmaceuticals. Easily movable parti- 
tions, a variety of trays and a step shelf at the top 
permit storage of a wide range of sizes and shapes. 
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AS ILLUSTRATED: Wall assembly 
MAGAZINE DISPENSER comes 
with 30 fiberglass-reinforced plas- 
tic trays. The cabinet is 35” wide, 
16” deep, and 47%” high. A CUP- 
BOARD BASE with one adjustable 
shelf is also available — together 
they provide a complete unit 35” 
wide, 16” deep and 82%” high. 
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icine cabinets medication contain- 
ers without knowing (1) what is 
in the container; (2) how much 
should be in the containers; (3) 
whether the medications have any 
dangerous or toxic effect; or (4) 
what dosage strength is in the 
container. Obviously, this is a 
dangerous situation. 


LABELS SHOULD INFORM 


The inclusion of only limited 
information on medicine contain- 
ers distributed for home use is 
undoubtedly an effective safety 
measure. The same practice in is- 
suing medication containers to 
nursing homes, which are, in fact, 
institutions, is dangerous and 
wasteful. 

If we are striving for better 
and safer drug handling practices, 
then we must begin by informing 
those responsible for administer- 
ing and ordering drugs exactly 
what it is they are handling. 

There are also sound economic 
reasons for placing more informa- 
tion on medication labels. If only 
the prescription number, patient’s 
name and directions for use appear 
on a label, then the supervising 
nurse cannot change the dosage 
without ordering a new supply 
of the medication and destroy- 
ing the previous supply. If the 
supervising nurse knows the drug 
involved and its dosage strength, 
she can often effect a dosage 
change by breaking a_ scored 
tablet, thereby saving the patient 
money. 

As a result of these and other 
considerations, those responsible 
for developing the guide included 
a recommendation that urges 
states to incorporate in their nurs- 
ing home standards a statement 
requiring that patient medication 
container labels: 

1. be clear and legible 

2. show the prescription num- 
ber 

3. name the drug and show its 
dosage strength 

4. show the physician’s 
prescribing the drug 

5. show the name of the phar- 
macist or licensed pharmacy filling 
the prescription and its date of 
issuance 

6. show the directions for use 
and any dangers 

7. show the quantity in the con- 
tainer. 


name 
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In addition, the guide recom- 
mends that the state also require 
that all containers having soiled 
or otherwise damaged labels be 
returned to the issuing pharmacy 
for relabeling, and that any con- 
tainer in the medicine cabinet 
lacking or bearing an _ illegible 
label be removed and its contents 
destroyed. 

The final recommendations in 
the guide related to packaging, 
storage, or labeling of pharmaceu- 
ticals prohibit anyone Dut a phar- 
macist from: filling medication 
containers, transferring from con- 
tainer to container, labeling medi- 
cation containers or altering 
information on existing labels 
(except that in some cases a physi- 
cian may make a note on a : ), 
or compounding any medica..on 
form. 


UNUSED PHARMACEUTICALS 


In taking up the matter of the 
disposition of pharmaceuticals not 
used by patients, the group first 
considered narcotics and barbitu- 
rates. Fortunately, all states have 
effective laws for the disposition 
of both narcotics and barbiturates, 
so it was recommended that refer- 
ence be made in licensing stand- 
ards to the provisions of such 
laws. 

The section of the guide cover- 
ing disposition of other prescrip- 
tion legend drugs provides the fol- 
lowing alternatives: 

1. Legend drugs (those dis- 
pensed by prescription only) be- 
longing to discharged patients 
may be given to them if such is 
authorized in writing by the at- 
tending physician. 

2. Unused quantities of legend 
drugs not given to the patient 
should be either destroyed or dis- 
posed of according to the require- 
ments of the pharmacy practice 
act of the state involved. 

Throughout the guide, states 
are urged to incorporate stand- 
ards that will require nursing 
homes to keep adequate records. 
In the area of pharmacy practice, 
it is recommended that: 

1. A narcotic record be kept for 
all narcotics received. It is sug- 
gested that this record be detailed 
enough to allow adequate ac- 
counting for all narcotics received 
and administered in the home. 

2. A record of all medication or- 


ders be kept on patient’s charts. 

3. A record of the administra- 
tion of all medications be kept on 
the patient’s chart. 

The general pharmacy provi- 
sions of the standards guide close 
with a statement recommending 
that states add to their standards 
statements that would forbid any 
nursing home from possessing, in 
other than individual patient pre- 
scription form, any prescription 
legend drugs without employing 
a licensed pharmacist on at least 
a part-time basis, and further, 
that they forbid the administra- 
tion of any medication without a 
physician’s order. 

The guide does, however, rec- 
ognize the fact that some large 
nursing homes may wish to em- 
ploy a full-time or part-time phar- 
macist and stock legend drugs. 
For these homes, it makes certain 
basic recommendations. These 
recommendations are concerned 
primarily with the structural re- 
quirements of the pharmacy, 
the storage of bulk narcotics, 
access to the pharmacy area, 
additional labeling provisions, 
additional records requirements 
and the issuance of pharmaceu- 
ticals. Most of these recommen- 
dations are adaptions of the 
standards established by the 
American Society of Hospital 
Pharmacists and the Hill-Burton 
program. 

These pharmaceutical recom- 
mendations to be incorporated in 
the Nursing Home _ Standards 
Guide have been reviewed and re- 
vised many times in the last two 
and one-half years. They un- 
doubtedly will be reviewed and 
revised again before they are 
published. Whether the recom- 
mendations in this guide are 
heeded by the states depends to 
a great extent on pharmacists 
and others concerned with med- 
ical care. 


BURDEN FOR PHARMACISTS 


It would be unfair to urge 
adoption of the pharmacy recom- 
mendations contained in this guide 
without pointing out the burden it 
will place on pharmacists. Many 
of the suggestions will call for 
the pharmacy profession as a 
whole to take an active part in 
assisting nursing homes. Pharma- 

(Continued on page 119) 
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The flexible pad laced gently into 
place, holds in the moisture, re- 
stricting evaporation. Constant 


' heat with temperatures always 


within 1°F. Just check the com- 
press about every few hours. Time 
saved has been measured at an 
almost unbelievable 86%. Pads in 


several sizes. Comfortable. Light 
in weight, not bulky. Whisper 
quiet control unit stays on bedside 
table. For complete information 
and test data, write: Gorman- 
Rupp Industries, Inc. or ask your 
American Hospital Supply Corp. 
representative. 
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Operation 


by ROBERT E. TOOMEY 


W HO needs laundry? In Ameri- 
ca, everybody does, Day and 
night, at work or play, every man, 
woman and child is wearing, con- 
suming, using clean articles, which 
will presently need to be washed, 
dried and ironed again. Laundry is 
essential to a civilized standard of 
living. 

The laundry has been defined as 
‘‘a crowded room in the cellar from 
which comes noise, complaints and 
grief, and into which go too many 
budget dollars.” 

What does a hospital laundry ac- 
tually do? It produces an adequate 
volume of clean linens within cer- 
tain limits of time, cost and quali- 
ty. It also safeguards the life of 
linens, delivers them on time and 
satisfies needs without upsetting 
the balance between cost and pro- 
duction. If it is a well managed 


Robert E. Toomey is director of the 
Greenville General Hospital, Greenville, 
S.c. 
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The author describes how applica- 
tion of standard management tech- 
niques to laundry operation can pro- 
duce dramatic results in terms of in- 
creased productivity per man-hour, 
lowered laundry costs per patient day 
and increased user satisfaction. He 
gives a step-by-step analysis of how 
laundry problems were identified in 
one hospital and what remedial steps 
were taken. 





plant, it does these things regu- 
larly and dependably. 

Too often, the laundry and its 
hard-working crew are struggling 
with the handicaps of obsolete 
or insufficient equipment, an out- 
moded system, a skimpy linen sup- 
ply and wasteful work methods. 
The employees want to do right, 
but don’t know how—all of which 
results in a high-cost operation 
and dissatisfaction among nursing 
personnel and patients. 

If this is so, what action should 


managers take to correct this situ- 
ation? In planning the laundry at 
Greenville (S.C.) General Hospital 
and in setting its goals, we had five 
facets of the operation with which 
we were concerned: The first was 
the physical plant and the physical 
facilities, including the environ- 
ment, the machinery and the equip- 
ment. The second concern was the 
number and efficiency of employ- 
ees and the work methods needed 
and used to process the linens and 
laundry through these total fa- 
cilities. Third, we were concerned 
with the cost of the operation. 
Fourth, we were concerned with 
the adequacy of the supply of 
linens to meet the needs of our 
patients, both qualitatively and 
quantitatively, as translated by our 
nursing personnel. Finally, we were 
concerned with the kind and type 
of management needed. 

An analysis of these areas of 
concern has helped us to establish 
our goals and plan our action, to 
take the steps necessary to attain 
results, to compare actual results 
against projection and to take ac- 
tion based on these comparisons. 

This may appear to be a rather 
pat cycle of events. However, con- 
siderable time and effort have gone 
into the program. Shortcomings 
uncovered in our analysis of fa- 
cilities and equipment were ironed 
out. Once we had taken the steps 
necessary to bring our facilities 
and equipment up to top working 
condition, we initiated a program 
of preventive maintenance. Today 
all equipment is serviced once a 
week and necessary adjustments 
and repairs made at that time. 
Thus, our maintenance and en- 
gineering personnel have actual 
goals to meet. These goals are re- 
lated to hours of preventive main- 
tenance, cost of preventive main- 
tenance, cost of repairs and cost of 
down time. 


MACHINES CAPACITY-RATED 


Secondly, each machine was 
rated as to its hourly capacity. 
Records are kept relative to the 
use of each piece of equipment and 
its productivity. Thus, we evaluate 
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each machine on its use and its 
actual production. From this eval- 
uation we are alerted when the ma- 
chine either underproduces or over- 
produces when measured against 
goals which have been established 
for its use. 

Several years before, a criterion 
of production based on pounds per 
man-hour had been established. 
This criterion was continued in 
order to provide a measure of the 
department based on (1) cost per 
pound of laundry, (2) production 
per man-hour and (3) pounds of 
linen produced per patient per day. 

In working toward budgetary 
objectives, a total production fig- 
ure based on the amount of linen 
and laundry we expected to proc- 
ess was established. Anticipated 
expenditures for salaries, supplies, 
linen replacement, etc., were also 
budgeted, along with the number 
of man-hours we anticipate as 
being necessary to process our 
linen. 

With these figures, it is a rela- 
tively easy arithmetic job to re- 
duce these budgetary figures to a 
per pound, per piece, per day, and 
per man-hour figure. 


PROCESSING GOAL RAISED 


In the past, an average of 10 
pounds of laundry was processed 
per patient per day, but we knew 
from experience that this produced 
shortages. Therefore, we estab- 
lished a goal of 12 pounds per pa- 
tient per day. To do this we had 
to add to our linen in use. This 
was done by means of a program 
of inventorying the item in use, 
analyzing the extent of use and 
establishing “par” figures for every 
piece of laundry in each depart- 
ment and for each function within 
the department for the whole hos- 
pital. Par was based on one piece 
in use, one on the shelf and one in 


process of being laundered. Once 
the par was established, adequate 
supplies were purchased and 
stocked for active use. 

Finally, inasmuch as the stand- 
ards established required that con- 
stant attention be given to the 
laundry operation, a full-time 
manager was engaged. The laun- 
dry previously was under the di- 
rection of a combined housekeeper- 
laundry manager. 

So far, this discussion has de- 
scribed the application of well 
known administrative processes to 
the laundry: planning, setting 
goals, organizing and directing the 
personnel, evaluating the results 
and applying controls. 

Now, let us compare production 
figures for February 1960 with 
those of February 1959 (see chart, 
below). The increase in produc- 
tivity shown in the accompanying 
chart is the net results of more 
efficient machinery, more effective 
supervision, better control over the 
workflow process and adoption of 
many procedural techniques and 
modern methods of doing the job 
in the laundry to save time and 
energy. It may be appropriate to 
explain several of the laundry 
functions and to demonstrate how 
these improvements in production 
were achieved. 


EXTRACTING 


One step in the laundry process 
which rarely gets attention is the 
extracting process. Every piece of 
linen washed must be extracted. 
When linen is removed from the 
washers, it has absorbed 21% times 
its dry weight in water. One hun- 
dred pounds of linen will carry 28 
gallons of water weighing 233 
pounds, making a total weight of 
333 pounds. After spinning 15 min- 
utes in a high-speed centrifugal 
extractor, all water in excess of 50 





February 1959 


LAUNDRY PRODUCTIVITY, GREENVILLE (S.C.) GENERAL HOSPITAL, 
FEBRUARY 1959 AND FEBRUARY 1960 


February 1960 





Total pounds of linen processed 
Average pounds per day 
Man-hours consumed 


Pounds per man-hour 





150,000 


186,000 
6,400 
5,500 


5,300 
5,700 
31 38 
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per cent of dry weight should have 
been removed. Weight of the linen 
after washing, but before extract- 
ing is 333 pounds, after extracting, 
150 pounds. After it is ironed and 
is thoroughly dry, the linen again 
weighs 100 pounds. It is cheaper to 
remove the excess water by cen- 
trifugal action of the extractor, in 
which electricity is the motive 
power, rather than by the use of 
steam in the flat-work ironer, 
tumbler, or press. 

Extractors function best when 
the container halves are each load- 
ed with approximately the same 
weight so that they are in balance. 
An unbalanced extractor will vi- 
brate noisily and shorten the life of 
the machine. Optimum is reached 
when the fabrics have 50 per cent 
moisture retention. For example, 
if a physician’s coat weighs one 
pound before washing, it should 
weigh 11% pounds after extraction 
and before pressing. In looking for 
short cuts to greater productivity, 
we found that our 54-inch extrac- 
tor was operating on a 12-minute 
cycle, but because the timing de- 
vice was inaccurate, it was actu- 
ally running only 10 minutes. Tests 
showed a 57 per cent moisture 
retention. This meant that the ad- 
ditional 7 per cent of moisture was 
being removed in an expensive 
way through the flatwork ironer. 
A running cycle of 16 minutes now 
obtains 50 per cent extraction. 

Streamlining handling proce- 
dures reduced the down time be- 
tween extractor loads and allowed 
more extractor loads per day. This 
was necessary because the entire 
plant depends on the one extractor. 
Because it is sound laundry prac- 
tice to provide extractor capacity 
in excess of washer capacity, a 
second extractor is high on our 
new equipment list. 


SHEET PREPARATION 


Almost 60 per cent of our work- 
load is flatwork, made up mostly 
of sheets and spreads, which were 
handled in the traditional manner 
of every sheet between sorting ta- 
ble and feeders. Discarding this 
obsolete technique, we constructed 
special sheet feeding tables on cas- 
ters. The sheets are now prepared 
quickly and placed on the tables, a 
full table wheeled to the feeder’s 
position as an empty one is re- 
moved. This method has acceler- 





ated sheet production to take full 
advantage of a high-speed eight- 
roll ironer. 

Similarly, we developed a new 
method for preparing and feeding 
small pieces of flatwork such as 
towels and pillow cases, The new 
methods increased machine output 
and minimized operator fatigue. 
However, as volumes continued to 
increase, the ironer became over- 
loaded. To relieve the situation, we 
transferred some items such as pa- 
tient gowns and operating room 
linen from ironing to dry tumbling. 
Tumbling, done in bulk, is less ex- 
pensive than ironing, where one 
piece is handled at a time. 

In an effort to limit the hazards 
of cross-infection, we stopped us- 
ing the same basket hampers for 
picking up soiled linen and de- 
livering clean linen. Also discon- 
tinued was dropping loose soiled 
linen down the chutes. Ropeless 
bags and the necessary bag stands 
were purchased for holding all 
soiled linen. Linen is now emptied 
right into the washing machines 
without sorting. 

Study of the weekly work sched- 
ule for the laundry showed marked 


unevenness. The facility was over- 
loaded on Mondays and Tuesdays, 
had idle time on Thursdays and 
Fridays. Linen was in short supply, 
and evidence of hoarding and un- 
even distribution was easy to find. 
Recognizing the need for a well 
planned, fully coordinated linen 
control system, we designed a full- 
scale control program featuring a 
linen coordinator, a standard no- 
menclature list, a schedule of 24- 
hour requirements, regular physi- 
cal inventories, the necessary par 
factors worked out with the nurs- 
ing staff and a perpetual inven- 
tory book for each major linen 
item. 

These changes, in addition to 
leveling out the work load, have 
brought better user satisfaction, 
distribution of linen on a control 
basis and a linen replacement cost 
of less than 1% cents per pound 
of goods laundered. 

However well planned a linen 
distribution system may be, the 
turnover in personnel and the ever 
changing problems in serving the 
patients make constant vigilance a 
necessity. The system must be 
flexible and simple and must be 


understood by nurses, aides and 
housekeeping personnel, whose co- 
operation is essential. The linen 
control program is a dynamic thing 
calling for watchful eyes and will- 
ingness to adjust the system to the 
facts of life. 


SUMMARY 


In summary, the application of 
management techniques to our 
laundry operation has proved high- 
ly beneficial. Goals have been es- 
tablished in production, financing 
and quality of service. Jobs, people 
and equipment have been organ- 
ized to produce desired results, and 
the results have been measured 
against predetermined criteria. On 
the basis of the results and the 
comparisons, we are in the position 
of being able to plan our future 
action. 

A dollars and cents indication of 
the results of these innovations in 
laundry practice is the fact that 
in 1959 Greenville General Hos- 
pital was shown to have the lowest 
laundry cost per patient day (24 
cents) in a group of six hospitals 
of similar size surveyed by the 
Duke Foundation. . 





WALK DOWN THE 


BOARDWALK IN 


ATLANTIC CITY TO 
CONVENTION HALL AND 
INTERESTING TECHNICAL AND 


EDUCATIONAL EXHIBITS AT THE 


63rd ANNUAL MEETING OF THE 


AMERICAN HOSPITAL ASSOCIATION. 
SEPTEMBER 25th THROUGH 28th, 1961 


FOR INFORMATION ON HOTEL RESERVATIONS, WRITE: 


American Hospital Association 


840 North Lake Shore Drive 


Chicago 11, Illinois 
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How to get paid 
334% interest for 
buying on the 
installment plan 


Ever hear of a payment-plan that 
has no interest or carrying charg- 
es, and pays you 33%¢ for every 
$1 installment you make? There 
is one, you know—the Payroll 
Savings Plan for U.S. Savings 
Bonds. Your payroll clerk will 
set aside any size installment you 
wish (as little as $1.25 a week) 
and as the money accumulates, 
buy your Bonds. You can cash 
them with interest anytime you 
need them. But hold them for 7 
years, 9 months, and the Gov- 
ernment pays you at the rate of 
334% a year, compounded every 
6 months—$4 guaranteed for 
every $3 you invested! 





You can’t lose 
your money. If 
had Savings 
onda are lost or 
destroyed,they’re 
replaced free. A 
record of every 
Savings Bond 
purchased is 
sealed on film at 
the 
Dept. 


Treasury 











The beauty of Savings Bonds 


« You can save automatically on the 
Payroll Savings Plan, or buy Bonds 
at any Bank - You now earn 334% 
to maturity, 4% more than ever 
before - You invest without risk 
under a U.S. Government guaran- 
tee - Your Bonds are replaced free 
if lost or stolen - You can get your 
money with interest anytime you 
want it »- You save more than 
money —you buy shares in a 
stronger America. 
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Sign up and you’re saving. You can 
put any size “installment’”’ you want into 
Savings Bonds on the Payroll Savings Plan 
—even 63¢ a day. In 40 months this amount 
adds up to $750 saved and $250 earned at 
maturity. 








Peace costs money. Every Savings Bond you buy helps keep our coun- 
try strong for Peace ...so you can enjoy the things you’re saving for. 


You save more than money 
with U.S. Savings Bonds 


@ 


This advertising is donated by 
The Advertising Council and this magazine. 
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menus witeta ‘te iii 


HOUGH SUMMER COMES and 
heat may dull the appetite, 
food needs go on. Many patients 
need amounts of protein even 
higher than in the normal diet to 
aid in their recovery. According to 
an authoritative compilation of in- 
formation on therapeutic diets, 
protein needs may be increased to 
double the normal allowance in 
such cases.! 
Since main dishes or entrees are 
a major source of protein in the 
diet, summer is a good time to 
spend extra effort making this part 
of the meal attractive to the pa- 
tient. This is the time both to try 
new recipes and to use tried and 
The recipes and photographs for this 
article are presented here through the 
courtesy of the following groups: Ac’cent 
International, Skokie, Ill., and Dudley- 
Anderson-Yutzy, New York; Cherry Grow- 
ers and Industries Foundation and Theo- 
dore R. Sills and Company, Chicago, II1.; 
National Canners Association, Washington, 
D.C.; National Live Stock and Meat Board, 
Chicago; National Turkey Federation, 
Mount Morris, Ill., and David W. Evans 


and Associates, Salt Lake City, Utah; and 
Poultry and Egg National Board, Chicago. 
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Suggestions for making main dishes 
more attractive in summer are the 
subject of this article. Meat, poultry, 
fish, eggs and cheese are featured in 
these recipes, which are designed to 
increase the patient’s protein intake. 





proven ways of serving the foods 
in the ‘meat group” that tradition- 
ally furnish protein in main dishes 
—meat, poultry, fish, cheese and 
eggs. 

Scrutinize those summer menus 
for the amounts of protein-high 
foods they contain. Salads are fine 
in summer—but some patients may 
be tempted to nibble away at a 
bulky vegetable salad and neglect 
the main dish. If a salad is used as 
a main dish, it should contribute 
its quota of protein-high foods. 
Budget dishes that “stretch” the 
meat are no bargain for the con- 
valescent patient who needs plenty 
of this body-building nutrient for 
recovery. At the same time, econ- 


omy is possible through a judicious 
weighing of cost and protein value 
of different foods. For example, 
eggs and cheese often provide high 
quality protein at a lower cost than 
that of meat products. Less expen- 
sive cuts of meat, properly cooked, 
will serve as good alternates for 
more expensive cuts. 

Turner discusses the simplified 
daily food plan for normal adults 
which has evolved as a means of 
planning a diet under food customs 
in this country to satisfy nutritive 
needs.? Under this plan, foods are 
grouped in lists of “exchanges” or 
substitutions which are approxi- 
mately equivalent in certain im- 
portant aspects of nutritive value. 
Foods in the “meat group”, for 
example, are named in amounts 
roughly equivalent in protein con- 
tent. “One meat equivalent” is 
furnished by either one ounce 
(edible portion—weighed after 
cooking) of beef, veal, lamb, pork, 
poultry, fish, cheese or one egg. 
The daily food plan for a normal 
diet calls for a total of five meat 
equivalents. Under this system, 
diets may be easily modified to fit 
the individual because of differ- 
ences in age, activity, or disease 
condition. 

It should be emphasized that 
while the meat group of foods 
makes a notable contribution to 
the total protein, one half or more 
of the protein is furnished by other 
foods, especially those in the milk 
group and in the bread-cereal- 
potato-legume group. 

Table 1 shows some of the foods 
in the meat group in amounts ap- 
proximately equivalent to a 3- 
ounce serving of cooked lean beef. 
The meat shown in this table would 
be from relatively lean cuts with 
some of the outer fat removed. 
Each of these servings will con- 
tain approximately 21 grams pro- 
tein. Most of these foods are also 
good sources of the B-vitamins 
and iron, and individual foods star 
as sources of specific nutrients. 
Liver, for instance, is an excep- 
tional source of vitamin A, iron and 
vitamin B,,; pork excels in thia- 
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Serve it hot...or serve it cold... 
sexton Tea is qua/itea/ 


Serve Sexton Luxury Tea steaming 
hot . . . it’s got the inimitable Dar- 
jeeling aroma, taste and clarity that 
real tea drinkers demand. Or serve 
Sexton’s special ice tea blend . . . its 
flavor holds, through more ice than 


you can put in the glass. 


Tea drinkers are a discriminating 
breed. They will recognize . . . and 


appreciate . . . and want more of 


Sexton qualitea. Keep plenty on 


hand. The only beverage you can 
serve for less cost is plain water! 


Quality Yoods 
JOHN SEXTON & CO. pee 
Serving the volume feeding market since 1883 John Sead a Co. 


China shown 
is McNicol, 
distributed by Sexton 





SWARTZBAUGH 


UNITRAY 


CART 








Hot Cold Cold Hot 


Now, for the first time, you can have all of the advantages 
offered by “All on the same tray” service. No longer do 
you have to worry about the proper combining of hot foods 
onto the cold tray at a point distant from the kitchen. 
SWARTZBAUGH’S “All on the same tray” Unitray cart 
makes complete kitchen control of the centralized food 
service system possible. 


UNITED SERVICE 


SWARTZBAUGH DIVISION 
MURFREESBORO, TENN. 


A complete ONE TRAY 
food service system 





Co. 


Cold 


oo Here 


Keeps 

Hot Foods Hot-— 

Cold Foods Cold 
...and all on One Tray! 


LL of the items necessary for a complete food 
service system —from start to finish — are 
available from Swartzbaugh. Mechanically Re- 
frigerated cold food loading tables specially de- 
signed for handling plated salads, desserts, butter, 
etc., and hot food loaders with built-in flexibility 
combine with tray set-up unit, dish lifters and 
conveyor line to provide you with a fast, efficient 
food serving system — all from one source. 


The Swartzbaugh UNITRAY cart is designed to be co- 
ordinated with other Swartzbaugh food service units, if 
desired, to give you a centralized food service system — 
with complete kitchen control. 


Swartzbaugh specialists are at your service to help plan, 


install and implement your food service system. Write 
today for more information. 


EQUIPMENT CoO.,., Inc. 


JARVIS & JARVIS DIVISION 
PALMER, MASS. 


SALES HEADQUARTERS: PALMER, MASS. 
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Table 1—Representative foods in the meat group approximately equivalent to 3 oz. 
together with purchasing information.* 


cooked lean meat 





Beef 


Pot roast, bottom round 
Ground beef 
Boneless roasts 


Veal 


Leg, bone in 


Pork 
Ham, smoked, bone in 


Prepared meats 
Frankfurters 


Chicken 
Fried chicken 


Cooked chicken meat 


Turkey 
Roast turkey 


Size serving cooked 
weight (drained, no bone) 


Servings per |b. or per 
unit as purchased 





frankfurters 


oz. (no bone) 


oz. (no bone) 


2 servings per Ib. 
4 servings per lb. 
2% servings per Ib. 


2 servings per lb. 


3-1/3 servings per Ib. 


3 servings per lb. 


4 servings for each 2%, to 
3 Ib. chicken 

4%, |b. fowl yields approx. 
20 oz. boned cooked meat 


¥%, |b. raw per serving or 


Quantity for 


100 servings _ 


Ibs. 
Ibs. 
Ibs. 


Ibs. 


Ibs. 
(12-14 Ib. ham) 


Ibs. 


Fish 
Haddock 
Canned tuna 





Cheese 


Cottage cheese 
Cheddar type 


3 oz. 
¥% cup or 3 oz. 


¥%, cup or 6 oz. 
3 slices or 3 oz. 


Eggs 3 eggs 





servings per lb. 
servings per 13 oz. can 


servings per Ib. 
servings per Ib. 


1-1/3 servings per Ib. 


servings per doz. 














*1. Nutritive Value of Foods. Home and Garden Bulletin No. 72. U.S. Department of Agriculture, 1960. 


2. Food Purchasing Guide. American Hospital Association, 1953. 





mine content, and cheese, like 
other dairy products, is a major 
source of calcium. 

Many luncheon and supper en- 
trees are planned to furnish two 
ounces of lean meat or two “meat 
exchanges” per serving. 

No food counts, however im- 
pressive it looks in a table of nutri- 
tive values, unless it is consumed 
by the patient. Here’s where the 
selective menu helps—to include 
those foods that the individual pa- 
tient likes and will eat. Here’s 
where good food administration 
helps—getting the food to the pa- 
tient well cooked and attractively 
served. Here’s where new recipes 
for old favorites may tempt the 
patient to consume his body-build- 
ing quota of protein-high entrees, 
regardless of the season of the 
year. 

Here then are some recipes that 
may help to make main dishes 
more appealing. 

Meat—In endless variety, served 
plain or fancy, meat is a favorite 
choice for entrees. Cold meats may 
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prove a welcome variation in hot 
weather, but hot meat entrees 
should also be included in the sum- 
mer menu. 

The use of spices and unusual 
flavors helps to increase the appe- 
tite appeal of hot weather dishes. 
It may be no coincidence that 
highly spiced foods such as tamales 


and curries are popular in tropical 
countries. In Pork Oriental, soy 
sauce adds the oriental touch cur- 
rently popular in meat cookery. 
This may be classified as a “one- 
dish” meal, and preparation is 
simple. Beef or lamb may be used 
instead of the pork in this recipe. 
For Beef Oriental, a less tender 


PORK ORIENTAL 





cut of beef chuck may be used, and 
the cooking period lengthened, 


PORK ORIENTAL 
(50 six-ounce servings) 
10 lbs. lean pork shoulder, 1-in. 
cubes 
1 qt. onion, diced 
2% ats. celery, %-in. slices 
1% qts. rice, A.P. (uncooked) 


c. soy sauce 


y 
1 gal. boiling water 


1. Brown pork cubes. Pour off 
drippings. 

2. Add onion and brown lightly. 

3. Combine meat mixture, celery, 
rice, soy sauce and boiling water. 
Pour into two 10% x 19% x 3%- 
in, baking pans. 

4. Cover tightly and bake in a 
moderate oven (350° F.) one hour 
or until pork is done and rice is 
tender. 

* « x 

The increased popularity of 
luncheon meats in summer finds 
expression in this recipe for Saucy 
Meat Sandwiches. This entree re- 
tains its appeal even when it can- 
not be served immediately, and is 
kept hot until it reaches the pa- 
tient. Crispness may be added, as 
shown in the accompanying photo- 
graph, by celery and potato chips. 


SAUCY MEAT SANDWICHES 
(48 servings) 
Ibs. canned luncheon meat 
slices bread 
No. 10 can applesauce (approx. 
3 qts.) 
or 
No. 10 can whole cranberry sauce 
(approx. 1% qts.) 
1% qts. Cheddar cheese, grated 
Cinnamon, as desired 


1. Cut luncheon meat into 44-in. 
slices weighing two ounces each. 

2. Toast bread on one side only. 

3. Arrange bread, toasted side 
up, on baking sheet. 

4. Place one slice of luncheon 
meat on each slice of toasted bread. 

5. Spread % cup applesauce or 
2 tablespoons cranberry sauce on 
each slice of meat. 

6. Top each sandwich with 2 
tablespoons cheese. 

7. Sprinkle with cinnamon as de- 
sired. 

8. Bake in a very hot oven (450° 
F.) for 8 to 10 minutes or until 
heated through and cheese is 
melted. 

Note: Hamburger buns may be 
substituted for bread. Use % bun 
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SAUCY MEAT SANDWICH 


HARLEQUIN LAMB LOAF 


for each sandwich and omit toast- 
ing. 
* * - 

Lamb makes a welcome change 
in the summer menu. The built-in 
cherry garnish in Harlequin Lamb 
Loaf adds an unusual note that 
intrigues the appetite. 


HARLEQUIN LAMB LOAF 
(24 servings, approximately 
4%, oz. each) 
Ib. whole maraschino cherries, 
drained (approximately 21% cups) 
c. firmly packed brown sugar 
tsp. ground cloves 
Ibs. ground lean lamb 
qts. soft bread crumbs 
tbsp. salt 


tsp. pepper 

tsp. mace 

ce. milk 

c. maraschino cherry juice 
6 eggs, slightly beaten 


9 
> 


4 


1. Arrange 24 maraschino cher- 
ries in bottom of each of three 
greased 9% x 5% x 2%4-in. loaf 
pans, arranging three lengthwise 
rows of eight cherries each. 

2. Combine brown sugar and 
cloves; sprinkle % cup mixture 
over cherries in each pan. 

3. Combine lamb, bread crumbs, 
salt, pepper, mace, milk, cherry 
juice and eggs. 

4. Scale 2 lbs. 7 oz. meat mixture 
into each prepared pan. 
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5. Bake uncovered in a 350° F. 
(moderate) oven for 1% hours. 

6. Turn loaves upside down on 
serving tray. Slice each loaf into 
eight servings. 

* * ” 

Ground meat dishes are popular 
for the convalescent because they 
are easy to eat. To make these 
dishes tasty as well as dietetically 
appropriate requires extra care in 
their preparation. The recipe for 
Baked Meat Balls, given below, 
calls for Worcestershire sauce as 
an ingredient in the meat and ac- 
companying sauce that takes this 
dish out of the realm of the ordi- 
nary. 


BAKED MEAT BALLS 
(50 three-ounce servings) 
Ibs. ground beef 
Ibs. ground pork 
eggs 
qts. soft bread crumbs 
c. onion,* chopped 
tbsp. sugar 
tsp. salt 
2% ec milk 
\%4 ec. Worcestershire sauce 
Sauce: 
34 ¢. butter or margarine 


BAKED MEAT BALLS 


% e. flour 
1 qt. milk 
2 thsp. Worcestershire sauce 
1 tbsp. salt 
Paprika as desired 


1. Combine beef and pork, eggs, 
crumbs, onion, sugar, 5 teaspoons 
salt, 2% cups milk and % cup 


Worcestershire sauce. Mix well. 

2. Using a No. 8 scoop, shape 
mixture into 50 meat balls weigh- 
ing four ounces each. Place meat 
balls in two 1234 x 20% x 2\%-in. 
baking pans. 

3. Bake in a slow oven (325° F.) 
for 45 minutes. Pour off drippings. 





Contented Patients 
are the best kind 


SELECTIVE MENU SHEETS 





$10 for 1000 


of 1000. 





$45 for 5000 
$80 for 10,000 
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now available in packets 


AMERICAN HOSPITAL ASSOCIATION 


840 North Lake Shore Drive 
Chicago 11, Illinois 





TURKEY SALAD 


4. Melt butter or margarine and 
add flour to make a smooth paste. 
Add milk gradually, stirring con- 
stantly, until mixture thickens. 
Add Worcestershire sauce and salt. 

5. Pour sauce over meat balls. 
Sprinkle with paprika. Continue 
baking for 45 to 50 minutes or until 
meat balls are lightly browned. 

*Instant minced onion may be 
substituted for fresh onion. 

* on * 

Poultry—Turkey is joining chick- 
en as a year round favorite in 


hospital cookery. Both have the 
delicate flavor that usually appeals 
to the convalescent. Turkey has the 
advantage in quantity cookery that 
in the large birds, a higher propor- 
tion of edible meat and of meat 
that may be sliced is obtained. 
Comparatively new on the market 
are boneless turkey rolls which 
simplify preparation and portion 
control. 

In addition to the ever-popular 
roast and fried chicken, innumer- 
able variations of salads, creamed 


ROAST DUCKLING 





Kaa<_ 





TURKEY WITH ASPARAGUS 


dishes and casseroles utilize cooked 
chicken meat. In many of these 
recipes turkey meat may be sub- 
stituted. 

The use of turkey in salads is 
illustrated by the accompanying 
photographs for turkey salad and 
turkey with asparagus. Thin tur- 
key strips (julienne) are shown 
in the turkey salad, while in tur- 
key with asparagus, cold sliced 
turkey is combined with aspara- 
gus, lettuce, tomato, stuffed olives 
and onions, and is topped with 
mayonnaise, egg and chopped pars- 
ley. 

To serve as a reminder of other 
forms of poultry besides chicken 
and turkey, roast duckling is 
pictured. This makes an interest- 
ing change for summer dinner 
menus. The use of monosodium 
glutamate sprinkled in the cavity 
and on the surface of the bird 
brings out the natural flavor of 
roast duckling and of other poul- 
try dishes. 

* * * 

Fish and Seafood—The increasing 
use of frozen fish and seafood has 
made an increasing variety of these 
gifts from the sea available 
throughout the year in all areas. 

The use of three varieties of 
canned seafood is illustrated in 
Seafood Salad Plates. Fresh or 
frozen varieties may be substituted 
in amounts equivalent to a total of 
approximately 3 ounces cooked 
seafood per serving. The tomato 
aspic shown in the photograph 
contains consomme in addition to 
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Help yourself to 
savings with 


Chinet 


the most 
com~plete line... 
New Plates, 
Platters and Bowls 


New Plates: Exclusive narrow-lip design 
holds more food . . . takes less tray space. 
New Plasti-sizing Process makes them even 
more grease and water-proof. 


New Platters: New Chinet Platter-Plate 
full 12%” x 10” oval platter big enough for 
fried chicken, lobster, club sandwiches. 
And strong, thanks to Keyes molded con- 
struction. 


New Bowls: Full depth bowls for hot or 
cold food. Strong and leak-proof because 
of Keyes exclusive new Plasti-sizing Process. 
Available in 16-ounce size, white and 
pastel colors. 


New Savings! Convert to Chinet molded 
paper service and end the problem and 
expense of dishwashing help. Also eliminate 
sanitation problems, the initial and re- 
placement costs of expensive tableware 
and the need for elaborate equipment. 
These savings will far outweigh the cost 
of paper service itself. 


Kys-Ite® Serving Trays 

. another Keyes product. 
The plastic serving tray 
guaranteed never to warp. 


JUNE 16, 1961, VOL. 35 


te &, oe < ae 


Re Fe 
ms 4 oo 
‘?. . 
* Pp? oe! 


gem 


Platter- 
Plates 


wees: Ere 7 ' ; 
5 ne LAL - ez Mek Ate 


Bowls 


<> Ne ba We pike ty rer 


Ney 
, ake @ 


Mail This Coupon for Complete Details on the 
Complete Molded Paper Plate Line 

KEYES FIBRE COMPANY, Dept. H-6 
Waterville, Maine 

Please send mecomplete details on Keyes Chinet® 
Piates, Bowls and Platter-Plates. I would also like 
information on Kys-Ite® plastic serving trays. 


Name 





Name of employer. 
Street. 
City Zone State 














tomato juice. Either potato chips or 
sticks may be served on the plate, 
and various types of garnishes may 
be used, such as sliced cucumbers 
or a spiced peach. 


SEAFOOD SALAD PLATES 
(50 servings) 
Tomato Aspic 
% ec. unflavored gelatin 
2 qts. tomato juice (1 can—46 fl. 
oz. and 1 can—18 fl. oz.) 
ean (50 oz.) condensed consomme 
small onions, sliced 
celery stalks, cut 
bay leaves 
c. sugar 


tsp. seasoned salt 
3% ¢. vinegar 
Salad 
6 heads lettuce 
1 can (2 bb. 6 oz.) shrimp 
3 cans (13 oz. each) crab meat 
6 
7 


cans (13 oz. each) tuna 

lemons 

Cucumbers, sliced, if desired 
134 qts. remoulade or other salad 


dressing 


Tomato Aspic 

1. Soften gelatin for 5 minutes in 
1 quart cold tomato juice. 

2. Boil remainder of tomato juice 
and consomme 10 minutes with 
onion, celery, bay leaves, sugar 
and seasoned salt. Strain and add 
while hot to soften gelatin; stir 
until dissolved. 

3. Add vinegar; pour into indi- 
vidual molds or in sheet pans. 
Chill until firm. 

Salad Plate 

1. Put lettuce cups on 50 serving 
plates. 

2. Arrange chilled drained 
shrimp, crab meat and tuna, broken 
into chunks, on each plate. 

3. Unmold aspic and put one 
mold on each plate. 

4. Garnish each with a wedge of 
lemon and 3 slices of cucumber, 
if desired. 

5. Put a No. 30 dipper of dress- 
ing on each serving of seafood. 

+ * * 
REMOULADE DRESSING 


(Approx. 13/, qts.) 
qts. mayonnaise 


es 


cloves minced garlic 
tbsp. dried tarragon 


tbsp. dry mustard 
ec. drained capers 


— QA mem Ww Bd we Ww 


tbsp. parsley flakes 
tbsp. anchovy paste 
hard cooked eggs, chopped 
. Combine all ingredients, mix- 
ing well. 
2. Chill several hours, until flav- 
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SEAFOOD SALAD PLATES 


ors are blended. Serve with sea- 
food salads. 
* * * 

Eggs—Long a favorite in con- 
valescent diets, eggs may be served 
for any meal of the day, but are 
less frequently served for dinner 
than for other meals. Meticulous 
care in preparation and serving 
places even the simplest egg dish 
in the gourmet class. For fried and 
poached eggs and for eggs cooked 
in the shell, high quality eggs, 
Grade AA or A, are recommended. 

Hard cooked eggs are versatile 
aids in menu planning. In the tur- 
key salad, pictured on page 90, 
they are used to add variety and 
color contrast. They are also 
served hot in various creamed 
dishes such as eggs a la king, eggs 
a la goldenrod and escalloped eggs. 

Deviled (Stuffed) Eggs are a 
variation of hard cooked eggs pop- 
ular in summer, Here is a recipe 
for this dish that may be used to 
add bright color and flavor accent 
to hot weather meals. 


DEVILED (STUFFED) EGGS 
(48 halves) 

24 hard cooked eggs, peeled and cut 
in half, lengthwise 


3 tbsp. soft butter or margarine 

3 tbsp. salad dressing 

3 tbsp. lemon juice or vinegar 

1 tbsp. Worcestershire sauce 

1 tbsp. salad-type prepared mustard 

2 tsp. salt 

4 tsp. white pepper 

Remove yolks and mash or sieve 
them. Combine with other ingredi- 
ents and beat until smooth. If de- 
sired, add more seasoning. Refill 
whites. Suggested garnish—papri- 
ka or finely chopped parsley. 

* * ~ 

Cheese—Versatility in cookery is 
one of the advantages of cheese. 
While it often serves as the prin- 
cipal source of protein in an en- 
tree, it also is used as an ingredient 
that contributes to the total protein 
in the meal. In cold plates, for ex- 
ample, it is often used along with 
sliced cold meats. Thin strips of 
cheese (julienne) make flavorful 
additions to many salads. Cheese 
sauce or cheese toppings enhance 
many casseroles. 

Shredded sharp American Ched- 
dar cheese serves as an ingredient 
in Monaco Cheese Salad. This at- 
tractive molded salad is shown in 
the accompanying photograph 
served on a cold plate with dainty 
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MONACO CHEESE SALAD 


cheese sandwiches and fruit and 
relish complements. 


MONACO CHEESE SALAD 
(24 servings) 
5 tbsp. unflavored gelatin 


2% ec. cold water 
% ec. maraschino cherry juice 
ce. milk 
tbsp. lemon juice 
tbsp. sugar 
tsp. salt 


tsp. curry powder 

tsp. powdered mustard 

ec. sliced maraschino cherries 

ce. sharp American Cheddar cheese, 
shredded 

qt. chilled whipping cream 


1. Soften gelatin in cold water 
in top of double boiler. 

2. Dissolve over hot water. 

3. Stir juice, milk, 
lemon juice, sugar, salt, curry pow- 
der and powdered mustard; blend 


in cherry 


well. 

4. Chill to unbeaten egg white 
consistency. 

5. Stir in cherries and cheese 
carefully but thoroughly. 

6. Whip cream until stiff; fold 
into cheese mixture, blending well. 
Pour into an 18 x 12 x 2-inch pan. 

7. Chill well. 

8. To serve, cut into 24 squares 
(approximately 3 x 2% inches) 
and place on crisp lettuce. sd 
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NOTES AND COMMENT 





Pros and cons: formula diets for reducing 


The dietitian who wants to give an informed answer to questions about 
the use of formula diets for losing weight will find guidance in a state- 
ment published in the Journal of the American Medical Association, May 
6, 1961, Publication of this statement was authorized by the Council 
on Foods and Nutrition of the AMA. 


The council’s position may be 
summed up in the following state- 
ment: “Extensive weight reduction 
should be carried out only with a 
physician’s guidance, and with 
diets which are tailored to the in- 
dividual patient’s needs.” 

Some 60 to 80 types of these 
“complete” formula diets are on 
the market today, some in solid and 
some in liquid form. A’ typical 
liquid product is designed to be 
consumed in four daily portions to 
supply a total of 900 calories. While 
these formula diets vary consider- 
ably in composition, they usually 
contain protein derived from milk 
and/or soya flour; fat from milk, 
corn and/or coconut oil, and car- 
bohydrate from lactose, sucrose 
(table sugar) and/or starch, to- 
gether with varying amounts of 
vitamins and minerals usually to 
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equal or exceed known require- 
ments. 

One advantage claimed by the 
manufacturers of these products is 
that the dietary program for weight 
reduction is simple; no meal 
planning is necessary. According to 
the statement authorized by the 
Council on Foods and Nutrition, 
the unsupervised use of these mix- 
tures for those who are not mark- 
edly overweight “may assist indi- 
viduals in losing a relatively small 
amount of adipose tissue without 
presenting great difficulties.” 

However, for those who are seri- 
ously overweight and those who 
may have additional abnormalities 
such as heart disease, kidney dis- 
ease, or diabetes, a physician’s ad- 
vice is essential. 

One of the chief disadvantages of 


these products is that they do not 
individualize treatment on _ the 
basis of age, body size, activity or 
physical condition of the obese in- 
dividual. A 900 calorie diet for a 
man who normally requires 3000 
calories will result in a more rapid 
weight loss than the same diet for 
a woman who requires only 1500 
calories. 

Another serious disadvantage of 
such formula diets is in their fail- 
ure to educate the patient in good 
dietary habits so that he will not 
only reach his optimum weight but 
will achieve lifetime weight con- 
trol. According to the council, 
“This type of education is best 
achieved by building the thera- 
peutic diet around ordinary foods.” 

In an editorial in the same issue 
of J.A.M.A., Philip L. White, secre- 
tary of the Council on Foods and 
Nutrition, comments that unless 
the patient is educated in correct 
dietary habits and his psychologi- 
cal management is taken into ac- 
count, the users of formula diets 
are doomed to the “on-again, off- 
again, down-again, up-again para- 
dox of self-treatment”’. . 
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nursing station 


NOW! A LOW-COST WAY TO AUTOMATE HOSPITAL REQUISITIONING— 





KEYSORT’ DATA PROCESSING 


The constantly increasing work load on your staff makes 
fast, accurate hospital requisitioning more important 
than ever. Yet to the hospital operating on limited funds, 
the data processing systems that could automate the 
load and speed the information are too costly and com- 
plex. All, that is, except Keysort. 


Designed for hospital routines 


Keysort is the only automated data processing system 
flexible enough to fit your hospital as it stands and as 
it grows. It is the one system adaptable and affordable 
to hospitals of every size. Keysort imposes no restric- 
tions, requires only minimum training. Yet it fully auto- 
mates your paper work to give you the complete range 
of hospital reports you need for efficient administra- 
tive controls, 


Simple to use; economical 


With Keysort you use Requisition-Charge Tickets, code- 
notched with your vital information for rapid sorting 
and classification. There’s less writing for nurses. They 
simply notate the services rendered. Charges are auto- 
matically tabulated and results summarized direct to re- 
ports. You get the on-time information you need to pro- 
vide better patient care. And at a cost well within your 


hospital’s budget. 
Ask for our case histories 


Your nearby Royal McBee Data Processing Systems Rep- 
resentative will be happy to sit down with you and your 
board and discuss a low-cost Keysort system tailored to 
your individual requirements. Call him, or write us at 
Port Chester, N. Y.—and we will supply you with actual 
case histories from our files. 


ROYAL M°CBEE corporation 


NEW CONCEPTS IN PRACTICAL OFFICE AUTOMATION 
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eguiment and suffly review 





New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 











Cardiac instrument (12F-1) 

Manufacturer's description: This compact 
electronic instrument monitors 
heartbeat, circulation and blood 
pressure and converts this data 
into an audible tone that beats 
with each pulse wave and rises 
and falls with blood-pressure 
changes. Surgeons, nurses, or anes- 
thesiologists can monitor a patient’s 


cardiauditor 


heart and circulatory condition by 
earphone or by the built-in speaker 
without being diverted from the 
operative procedure. The 3 by 6 in. 
transistorized instrument is battery 
powered and gathers information 
via a small transducer clamped on 
the patient’s finger. Biophysical 
Research Assocs., Dept. H12, 2200 
Colorado Ave., Santa Monica, Calif. 


First aid kit (12F-2) 
Manufacturer's description: This alumi- 
num first-aid kit is available with 


a full complement of first-aid sup- 


plies, including: splints, traction 
splints and sterile gauze bandages. 
Enclosed in a water-repellent can- 
vas container, the kit can be 
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quickly disassembled, first-aid sup- 
plies deposited in the container and 
a splint constructed in a matter of 
seconds, Rock Royal Corp., Dept. 
H12, 120 S. LaSalle St., Chicago 3. 


Hospital dressings (12F-3) 

Manufacturer's description: For use in 
cases where the need for a mild, 
wet dressing is indicated, these 


ready-made dressing and cleansing 
pads consist of 3%-in. circles of 
soft cotton flannel impregnated 
with nontoxic witch hazel and 
glycerin. Packed in individual 
white plastic containers, the dress- 
ings are self-care items and are 
available in two sizes—40 or 80 to 
a container. Will Ross, Inc., Dept. 


Chicago 11, Illinois. 


H12, 4285 N. Port Washington Rd., 
Milwaukee 12. 


Wet mopping aid (12F-4) 

Manufacturer's description: By cutting a 
piece approximately 6 by 9% in. 
and laying it over the top of a wet 
mop saddle, these synthetic scrub- 
bing and buffing pads can be in- 
stalled in any nonclamp-type mop 
handle to aid in extending the 
cleaning range of the wet mop. 
The pads are resilient and non- 
absorbent and do not interfere 
with normal mopping or wringing. 
The pads have sizes ready-cut to 
approximate dimensions, or are 
available in rolls so that it is not 
necessary to destroy the round 
scrubbing pads used with floor 


p If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 
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From design through installation 
ONE SOURCE FOR HOSPITAL LABORATORY 
EQUIPMENT AND CASEWORK 


Efficient, space saving layout... specially designed equipment and casework 
. experienced engineering ... carefully supervised installation: 


These are the reasons modern hospitals specify METALAB. 
Greater utility, convenience, and trouble-free service, combined with structural 
refinements that mean longer equipment life: 


This has been the continuing record of every METALAB hospital 
laboratory! 

Hospital equipment and casework by METALAB stresses sanitary features, 
flush construction, the use of stainless steel, and the capability of handling 
its particular specialized function properly. 


WRITE FOR CATALOG 5-B, AND ASK ABOUT METALAB’S - 
PLANNING AND ADVISORY SERVICES WITHOUT OBLIGATION. 


METALAB = 


CENT PETROLEUA 


277 ‘DUFFY AVENUE, HICKSVILLE, L.1., NEW YORK 


Cpeion Pe ee Company 





machines. Geerpres Wringer, Inc., 
Dept. H12, P.O. Box 658, Muske- 
gon, Mich. 


Disposable plastic dishes (12F-5) 
Manufacturer's description: Made from 
an inert, heat-resistant, thermo- 
setting plastic, these containers are 
thin-walled, reinforced, nonab- 
sorbent and are suitable for frozen 


food packaging, catering services 
or hot food vending machines, or 
for heating, cooking and serving 
foods. Haveg Industries, Inc., Dept. 
H12, 336 Weir St., Taunton, Mass. 


Safety-step light (12F-6) 

Manufacturer's Producing 
either green or yellow light and 
designed to insure safety on steps, 


description: 


aisles and walks, this light is %2-in. 
thick and can be mounted on ex- 
isting stair risers with little or no 
carpentry or alterations. The unit 
measures 4 x 8 in., has concealed 
wiring and consists of a flat lamp, 
a metal frame and two wires. The 
estimated life of the light is 10,000 
hours; it has a rating of one watt 
at 120 volts AC and may be oper- 
ated continuously. Westinghouse 
Lamp Div., Dept. H12, MacArthur 
Ave., Bloomfield, N.J. 


Colorimetric quantitation unit 
(12F-7) 

Manufacturer's description: This method 
for colorimetric quantitation of 
urea nitrogen in serum, plasma, or 
urine is performed by incubating 
the specimen with buffered urease, 
adding two other reagents and in- 
cubating and reading the color ab- 
sorbance. The test employs only 
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simple pipettes, test tubes and a 
colorimeter. It is supplied in com- 
pact kits containing 20-ml. dried 
buffered urease, 5-gm. concen- 
trated phenol color reagent, 14- 
ml. concentrated alkali-hypochlor- 
ite reagent and sufficient material 
for 100 specimen or control tests. 
Hyland Laboratories, Inc., Dept. 
H12, 4501 Colorado Blvd., Los 
Angeles 39. 


Cream cheese cake (12F-8) 

Manufacturer's description: This 2-lb. 
cake is baked in a 9-in. diameter 
aluminum foil pan that features a 
hole cut in the bottom which is 
covered by a corrugated liner. The 
liner and hole arrangement per- 
mits the food operator to gently 
push the cake out from the bottom 
without damaging its appearance, 
and the corrugated liner allows the 
cake to be easily cut. The cake can 
be served plain or with fruit top- 
pings, such as strawberry, pine- 


Sa ra fee 


apple and cherries. It is suggested 
for use in individual or dual serv- 
ings. Kitchens of Sara Lee, Inc., 
Dept. H12, 5353 N. Elston Ave., 
Chicago 30. 


Closed circuit TV (12F-9) 

Manufacturer's description: Developed 
specifically for hospital use, this 
system is described as being adapt- 
able to such possibilities as direct 
audio-visual communication be- 
tween a physician and his hospital 
patients on exclusive medical 


JUNE 16, 1961, VOL. 35 





NEW YORK, N.Y. 


Ideal, tor Gas Sterilization 





27-2T 


VEGETABLE PARCHMENT 


Hospitals use Patapar 27-2T in steam sterilization to wrap 
instruments, gloves and other articles. A test recently con- 
ducted by the Wilmot Castle Company, Rochester, N.Y., proved 
that the same disposable, easily marked Patapar is readily 
permeated by ethylene oxide. 


Spore strips containing 100,000 spores of Clostridium 
sporogenes were wrapped in double layers of Patapar 
27-2T and were included in routine gas sterilization loads. 
Attempted recovery of viable cells through cultivation in 
fluid thioglycollate at 32°C for one week produced nega- 
tive results for the strips wrapped in Patapar. Control 
strips produced positive results after the recovery period. 


Another advantage of Patapar is that properly wrapped pack- 
ages are airtight and remain sterile for long periods of time. 


Gas sterilization is just one use for Patapar 27-2T in hospitals. 
Its purity, high wet-strength and resistance to disintegration 
during long exposure to saturated steam make it useful in many 
more ways. Send for free information and sample kit. 


PATERSON PARCHMENT PAPER COMPANY 


Bristol, Pennsylvania 
CHICAGO, ILL. 


SUNNYVALE, CALIF. 
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channels, This type of installation 
provides instantaneous, two-way, 
audio-visual contact between any 
two points in a hospital and is 
completely portable and automatic. 
Packard Bell Electronics, Dept. 
H12, 1920 S. Figueroa St., Los 
Angeles 7. 


Paper shredder (12F-10) 

Manufacturer's description: Utilizing a 
10-in. automatic feed shredder, 
this unit is housed in a fibrous glass 
case, mounted on a caster-equipped 
metal base containing a_light- 
weight, aluminum collection bin, 
which will hold up to seven waste 


baskets of paper. Obsolete or con- 
fidential papers can be shredded 
into %-in. strips; clips and pins 
can be cut without damage to the 
cutter. A geared drive allows use 
of a 4% h.p.-motor on any 120 volt 
line. Industrial Shredder & Cutter 
Co., Dept. H12, 909 Ellsworth Ave., 
Salem, Ohio, 


Food disposal equipment (12F-11) 
Manufacturer's description: This unit, de- 
signed for installation in a soiled 
dish table, combines with a scrap 
trough fabricated as part of the 


table. The trough, running the 
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length of the table, can be 8, 10 
or 12 ft. in length, and may fol- 
low the contour of the table (T- 
shaped, L-shaped or straight). A 
continuous heavy stream of water, 
exceeding 60 g.p.m., carries the 
waste to the separator—a series 
of rotating discs—which conveys 
the waste to the grinder for dis- 
posal and at the same time permits 
water to return to the tank section 
for reuse. Salvajor Co., Dept. H12, 


7235 Central, Kansas City, Mo. 


foduct Iitenature 





SEE COUPON, PAGE 95 


Pocket guide to incinerator selection 
(12FL-1)—In appearance and op- 
eration, this 4% by 11%4-in. pock- 
et-size incinerator guide is some- 
what like a slide rule. Architects, 
engineers, builders and hospital 
administrators will find this device 
a time-saver in determining not 
only the type, but also the size 
incinerator recommended for such 
diverse applications as snack bars, 
cafeterias, hospitals, institutions, 
etc. One side of the selector shows 
heavy duty industrial units and 
the reverse side is devoted to light 
duty units. Morse Boulger, Inc., 
Dept. H12, 80 Fifth Avenue, New 
York 11. 


Aluminum and stainless steel products 
(12FL-2)—Included in this 36- 
page catalogue are new products, 
chart racks for desk and wall 
hanging, wheeled chart carriers 
and BMI cards. Beam Metal Spe- 
cialties, Inc., Dept. H12, 25-11-49th 
St. Lf City.3,.N.Z. 


Staphylococci (12FL-3)—This ma- 
terial on the detection and identi- 
fication of Staphylococci has been 
put into the form of illustrated 
methods, techniques and charts. 
The studies are not limited to a 
single scientific discipline, but en- 
compass microbiology, hematology, 
serology and chemistry. B-D Labo- 
ratories, Inc., Dept. H12, 2201 Ais- 
quith St., Baltimore 18. 


Incubators (12FL-4)—Described in 
this pamphlet for precise and con- 
stant temperature, oxygen and 
humidity control, are incubators 
featuring automatic 40 per cent 
oxygen limit, visible five-day wa- 
ter supply and four-wall distribu- 
tion of radiant heat, humidity and 


oxygen. Also included is a separate 
heating and humidifying cabinet, 
plus temperature and humidity in- 
dicators, full-width hand access 
opening and complete, eye-level 
operating instructions. The Colson 
Corp., Dept. H12, 7 S, Dearborn, 
Chicago. 


Bronze and aluminum plaques 
(12FL-5)—In this booklet is a 
cross-section of plaques, reflecting 
not only modern design, but also 
some of the ornamental variety. 
Other plaques illustrated are for 
occasions commemorating memo- 
rials, presentations, recognitions, 
etc. Walter E. Kutch Co., Dept. 
H12, 18229 W. McNichols Rd., De- 
troit 19. 


Food service products (12FL-6)— 
This 54-page catalogue describes 
and illustrates a complete line of 
food service products. Over 80 
products made of aluminum, stain- 
less steel, plastic are listed. Com- 
plete descriptions and specifications 
are also included. Bloomfield In- 
dustries, Dept. H12, 4546 W. 47th 
St., Chicago 32. 


Lighting fixtures (12FL-7)—A se- 
ries of shallow, surface mounted 
fluorescent lighting fixtures and 10 
diffusing elements is illustrated in 
this 28-page brochure. The bro- 
chure features a check chart for 
determination of the availability of 
diffusing elements for each of the 
three rectangular and three square 
fixture sizes, and indexes page 
numbers for each. Technical data 
and information includes specifica- 
tions, construction features and in- 
stallation and maintenance data. 
Globe Illumination Co., Dept. H12, 
2121 S. Main St., Los Angeles 7. 
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NEW ENGLAND BAPTIST HOSPITAL 
Boston, Mass. 


protects vital services with 


GM DIESEL GENERATOR SET 


‘We got the best for the money allocated.” 


That’s what Alton I. Rouse, Plant Engineer for New 
England Baptist Hospital, says about their GM Diesel 
Stand-By Generator Set. 

The 245 KW “Jimmy” set handles 75% of the load re- 
quirements of this 277-bed hospital. And it required no 
special foundation, but is mounted on the existing floor 
over eight inches of concrete. 

Advantages of GM Diesel Stand-By Generator Sets in 
hospitals are: 

e Completely automatic starting—no warm-up necessary 
—accelerate to full speed and deliver full power in seconds. 
@ Diesel fuel, like fuel for heating, can be safely stored in 
basement near engine, eliminating expensive underground 
fuel tanks. 

@ Quiet, unattended operation—GM Diesels can be de- 
pended upon to start after long periods of idleness, even 
in damp weather. 





e@ Require minimum maintenance—skilled servicemen and 
parts available everywhere—quick service when needed. 

e@ Units from 1344 KW up, to meet the needs of all hospitals. 
Call your GM Diesel Distributor for full details—he’s in 
the Yellow Pages under “Engines, Diesel.’ Or write 
direct for illustrated brochure, ‘“‘Emergency Power for 
Hospitals.” 


DETROIT DIESEL ENGINE DIVISION, 
GENERAL MOTORS, DETROIT 28, MICH. * 


in Canada: GENERAL MOTORS DIESEL LIMITED, London, Ontario 
Parts and Service Worldwide 


sets the standard 


of 


CM DIESEL All PURPOSE y OWER LIN Diesel productivity 
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White House Opposes Grants Outside Hill-Burton 


The Kennedy Administration is opposed to a House- 
passed $10 million grants program for construction of 
hospital research facilities outside of the Hill-Burton 
hospital construction act. The Administration stand 
is that this type of program is desirable, but is the 
kind of activity that should fit into the Hill-Burton 
program. This is also the viewpoint of the American 
Hospital Association as stated in testimony to the 
current Congress. 

The Administration opposition was expressed in a 
letter from Secretary of Health, Education, and Wel- 
fare Abraham Ribicoff to the Senate Appropriations 
Committee. The $10 million program is in the House- 
passed bill, H.R.7035, appropriating funds for HEW 
for fiscal year 1962. Not proposed by the Kennedy 
Administration, the program was added to the bill by 
the House Appropriations Committee. 

HEW officials said they would like to see this type 


of hospital construction program carried out under 
Hill-Burton. In that case, if not covered in the current 
appropriations bill, they suggested there could be a 
supplemental appropriation for fiscal 1962. As an 
alternative, they said, the needed funds could be 
included in the fiscal 1963 appropriations. 

A second new program added to the current HEW 
funds bill by the House Appropriations Committee 
was also opposed by the Kennedy Administration. 
This would provide $5 million for cancer research 
facilities grants, over and above the appropriation 
for the National Cancer Institute. Unlike the $10 
million hospital facilities proposal, the cancer pro- 
gram does not call for matching funds. 


Housing Bill Proposes 
Urban Renewal Aid to Hospitals 


Scheduled for Senate floor consideration beginning 








797 WASHINGTON ST. 





DECATUR 2-6020 
NEWTONVILLE 60, MASSACHUSETTS 


ACCEPTED FOR LISTING BY THE AMERICAN HOSPITAL ASSOCIATION cmc runoassme 


Below is an excerpt from letter 

of William P. McGuire, M. D., 

President of Winch Memor- 
pital, Winchester, Va. 








I must confess I was somewhat skeptical when 
the goal was set at $1,000,000, and Sree. 

I felt that having 900 persons attending th 
opening dinner, out of a total population of 
15,000, was beyond the realm of possibility. 

I am glad to say that you proved me wrong on 
both points. 


In the campaign which you conducted, in spite 
of many hardships, including the worst winter 
we have ever had in Winchester, the goal of 
$1,000,000 was exceeded and I thing we will 
eventually wind up with 15-20% in excess of 
the goal. 


*It is understood that a considerable sum has been bequeathed 
te the hospital as a direct result of the campaign, 


BRANCH OFFICE: 
225 Weet 34th Street 
New York 1, New York 

OXford 5-7665 


A WALL MARE OF 
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June 2, the Housing Act of 1961 bill would extend 
federal urban renewal programs to hospitals. This 
was specifically requested by AHA earlier this spring 
in testimony to the Senate Subcommittee on Housing. 
It was proposed by the Association as a significant 
help in the much needed renovation and moderniza- 
tion of urban hospitals. As asked by AHA, the Senate 
bill would amend Section 112 of the current Housing 
Act to include hospitals. 

The Senate housing bill is S.1922, sponsored by 
Sen. John Sparkman (D-Ala.). It also provides, as 
requested by the Kennedy Administration, an in- 
crease in the ceiling for intern, resident and student 
nurse housing under the college housing loan pro- 
gram. It would raise the current limit of $100 million 
by $25 million annually for five years. 

The Senate bill also proposes additional aid in 
housing-for-the-elderly programs. One is the pro- 
gram for direct loans for rental housing for senior 
citizens. The current funds authorization ceiling is 
$50 million—of which only $20 million was appro- 
priated last year. The new housing bill would raise 
the authorization limit to $100 million. It would also 
open the program, now confined to private nonprofit 
organizations, to public bodies or agencies and con- 
sumer cooperatives. (See May 1 Washington Report) 


Federal Grants, Payments 
Reflect Health Activities 


As usual, there was news of developing health 
programs in routine announcements of federal grants 
and payments. For one, figures became available for 
vendor payments made in March 1961 to medically 
indigent aged under the Kerr-Mills program. The 
combined total in federal, state and local payments 
was $4,033,741. This is an increase of $181,113 over 
February 1961. Five states were participating in the 
program in both February and March: Massachusetts, 
Michigan, Oklahoma, Washington and West Virginia. 
The number of recipients in the five in March was 
21,492, representing an increase of 2814 over the 
February total. However, the average payment per 
recipient dropped $18.58 in March—$187.69 as com- 
pared to $206.27 in February. 

Final grants for fiscal year 1961 under the Health 
Research Facilities Program were announced by the 
Public Health Service. There were 36 grants to 32 
institutions in 20 states; the total was $4,696,031. 
Nearly 30 per cent of the total—about $1.3 million— 
was for grants to hospitals. 

A new tally on the college housing loan program 
reported on actions in April 1961. Under housing for 
student nurses, interns and residents, one project 
involving $750,000 in federal funds was approved. 
Two more projects involving $2,250,000 were in the 
April active reservations category. No new applica- 
tions for hospital housing were received during April, 
which was the first full month following elimination 
of the $750,000 ceiling on single loans for such hous- 
ing. The cumulative totals on the hospital housing 
program as of April 30, 1961, showed $37,196,000 
either loaned or earmarked. The breakdown was 








OF-T al ’Zole Maal-t-t-1ela-meler-tiia's 
with your 
lab-V.4-to 


eye? 


All too frequently products have a look-alike quality 
that defies comparison. “A Jar is a Jar is a Jar” is a 
common reaction until one sees these new hospital jars 
made of PYREX®. 


Were you to select any of the usual jars from your 
supply room and set it up next to one made of PYREX®, 
you would see differences that are apparent to the 
naked eye. 





For example: The top edges have a fire polished 
bead all around. This prevents chipping or breakage. 
The uniformly thick walls are beautifully clear with 
no mold marks. Put your hand into the PYREX® jar 
and run your finger around the inside bottom edges. 
You'll feel a curve ...no place for dirt to lodge. This 
simplifies cleaning. 

These are the obvious differences in quality. 


We don’t have to tell you how PYREX® can take 
abrupt temperature changes or withstand physical 
shock, 

However, we do have to tell you that for the first 
time you can obtain PYREX® jars at surprisingly low 
prices, May we suggest, therefore, that you ask your 
supply house for the current price list or drop us a 
note for completely illustrated Catalog MP-3. This 
includes a complete line of Applicator Jars, Hospital 
Jars, Tongue Blade Jars and Sundry Jars. 











HOSPITAL JARS of 
PYREX® GLASS 


PYREX® is a registered trademark of Corning Glass Works, 











MERCER GLASS WORKS INC 
725 Broadway, New York 3, N.Y 


Essential Products of Quality for the Hospital and Laboratory 


$28,556,000 in loans for 62 projects and $8,640,000 in 
reservations of funds for 13 projects. Pending were 
six applications involving $2,863,000 in federal funds. 
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DON’T 


Save on Quality! 


DO 


Save on Price! 


BUY 
ALRX. 


Surgical 


Dressings 


Complete catalog 
available upon tequest 
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fatsonnel changes 


@ L. R. Adshead, administrator of the University Hos- 
pital in Edmonton, Alberta, has been appointed ad- 
ministrator of the new Foothills Provincial General 
Hospital, Calgary, Alberta, effective July 1, 1961. Mr. 
Adshead has been on the staff of University Hospital 
for 30 years. He was appointed business administra- 
tor in 1952 and became administrator in 1960. 


@ Frank R. Briggs, administrator of Abbott Hospital, 
Minneapolis, since 1952, has resigned, effective June 
1, to become a full-time associate in the firm of Her- 
man Smith, M.D., of Chicago, hospital consultants. A 
past president of the Minnesota Hospital Association, 
Mr. Briggs is a Fellow of the American College of 
Hospital Administrators. Robert C. Millar, administrator 
of Presbyterian Hospital in Philadelphia since 1955, 
will replace Mr. Briggs. Mr. Millar has been active in 
the Delaware Valley Hospital Council and the Phila- 
delphia Blue Cross Plan. Carl L. Mosher will succeed 
Mr. Millar as director of Presbyterian Hospital, Phila- 
delphia, beginning in August. He has been assistant 
administrator of Strong Memorial Hospital, Rochester, 
N.Y., since 1954. 


@ Thomas E. Holland has assumed his duties as newly 
appointed administrator of the Fairfax (Okla.) 
Memorial Hospital. Mr. Holland was formerly chief 
x-ray and laboratory technician for Oklahoma Baptist 
Hospital, Pryor, and was affiliated with Oklahoma 
Baptist Hospital, Muskogee. 


@ Marjorie J. Johnson, administrator of Presbyterian 
Hospital, Newark, N.J., retired May 1 after 36 years 
with the hospital. Miss Johnson, a registered nurse, 
began work as an instructor in the hospital’s school 
of nursing in 1925 and was named administrator 
in 1948. 


@ Roger Klein has accepted the position of executive 
vice president, Syracuse (N.Y.) Memorial Hospital. 
He was formerly director of the graduate program in 
hospital administration at Emory University, Atlanta. 
Mr. Klein has also been appointed professor of adminis- 
trative medicine, State University of New York, 
Upstate Medical Center, Syracuse, N.Y. 


@ Robert C. Millar (see Briggs item). 
@ Carl L. Mosher (see Briggs item). 
@ Robert Nordham has been named assistant adminis- 
trator of Morton F. Plant Hospital, Clearwater, Fla. 
Formerly assistant administrator at Brewster Metho- 


dist Hospital, Jacksonville, Fla., he is a graduate of 
Duke University program in hospital administration. 


@ Albert R. Sargent has been appointed assistant admin- 
istrator of North Hudson Hospital, Weehawken, N.J. 
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Mr. Sargent, a graduate of the Columbia University 
program in hospital administration, was formerly ad- 
ministrator of Bound Brook (N.J.) Hospital. 


@ Sister M. Sabiola (see following item). 


@ Sister M. Salesia, R.N., has been appointed assistant 
administrator of St. Elizabeth’s Hospital, Chicago. 
She is former administrator of St. Mary’s Hospital, 
East St. Louis, Ill., and St. Mary Mercy Hospital, 
Gary, Ind. She replaces Sister M. Sabiola, who was 
recently transferred to East St. Louis. 


@ George A. Wolf Jr., M.D., has been appointed executive 
director of the Tufts-New England Medical Center, 
Boston. Dr. Wolf has also been named vice president 
for medical affairs of Tufts University, effective Sept. 
1. Dr. Wolf has been dean and professor of clinical 
medicine at the University of Vermont College of 
Medicine since 1952. 


Deaths 


Bryce L. Twitty, H.H.D., 62, administrator since 1940 of 
Hillcrest Medical Center, Tulsa, Okla., died May 15 
of a heart attack. 
A native of Terrell, Tex., Mr. 
Twitty attended Southern Metho- 
dist University and received a 
Doctor of Humanities degree from 
the University of Tulsa. Previous 
to becoming administrator at Hill- 
crest Medical Clinic, he was ad- 
ministrator of Baylor University 
Hospital, Dallas, Tex., where he 
was instrumental in setting up a 
MR. TWITTY plan for hospitalization insurance 
and was known as a co-originator 
of Blue Cross, 

Mr. Twitty was a charter fellow of the American 
College of Hospital Administrators; he was also a 
regent of the College from 1937 to 1939, and from 
1954 until his death. As a member of the American 
Hospital Association, he served as a member of the 
Council on Association Development and the Com- 
mittee on Insurance for Hospitals. He was a member 
of the House of Delegates for several terms. 

Mr. Twitty was past-president of the Texas and 
Oklahoma Hospital Associations, as well as the 
Protestant and Mid-West Hospital Associations. 


Henry B. Kidder, 40, assistant director of Aultman 
Hospital, Canton, Ohio, since 1953, died there of a 
heart attack May 13. 

Mr. Kidder received a master of commercial science 
degree from Dartmouth College, and in 1949 was a 
graduate of the first class in hospital administration 
from Yale University. He served one year as admin- 
istrative resident at Pratt Diagnostic Hospital, New 
England Medical Center, Boston, and was director 
of Athol (Mass.) Memorial Hospital until assuming 
his position at Aultman Hospital. 

Mr. Kidder was a member of the American College 
of Hospital Administrators, the American Hospital 
Association and the Ohio Hospital Association. 
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book neviews 


Behavior in organizations 


MEN WHO MANacE. Melville Dalton. 
New York, Wiley, 1959. 318 pp. 
$6.75. 


To the observant administrator, 
Men Who Manage is a refresher 
course in the study of the way 
people behave in an organization. 
The author examines the impact of 
the formal and informal structure 
on the feelings, hopes and aspira- 
tions of selected individuals in 
three factories. These plants are 
divisions of national corporations. 
Dr. Dalton’s study was carried on 
without the knowledge or approval 
of corporation officers or other 
home office executives. 

The book is primarily a record 
of discussions that took place be- 
tween the author and management 
personnel about problems requir- 
ing compromise between company 
policies and unofficial actions uti- 
lized to achieve satisfactory per- 
formance. Internal conflicts of man- 
agers are reported in such detail 
that one feels he is part of the 
unfolding situation. 

For the reader-administrator, 
failure to involve in this study 
those officials responsible for ini- 
tiating and implementing corporate 
policies and procedures is a seri- 
ous limitation. Not enough consid- 
eration is given to evaluating the 
organizational systems used by 
these companies to obtain appro- 
priate administrative behavior 
from personnel. Deviations from 
the formal structure are examined, 
but are not investigated as to their 
impact on organizational effective- 
ness. It is to be hoped that the 
author will continue his studies in 
an attempt to assist the practicing 
administrator in achieving a de- 
gree of predictability in personnel 
performance.—RICHARD L. JOHN- 
SON, director, Hospital Counseling 
Program, American Hospital Asso- 
ciation, 


Two CHA booklets 


The Catholic Hospital Associa- 
tion has published a collection of 
articles on rooming-in and family 
centered obstetric care which ap- 


104 


peared originally in the March- 
August, 1960 issues of its journal, 
Hospital Progress. The _ booklet 
gives a detailed story of the pro- 
gram as it operates at St. Mary’s 
Hospital, Evansville, Ind. Copies of 
the collected reprint which is en- 
titled Family Centered Maternity 
Care are available from the pub- 
lisher, 1438 So. Grand, St. Louis 
4, Mo., at $1. 

Another recent publication of the 
Catholic Hospital Association is a 
27-page booklet entitled A Method 
for Developing a Master Staffing 
Plan for the Nursing Service De- 
partment, by Sister Mary Laura 
Gunn. This study discusses the 
variant factors which influence 
staffing, describes how a master 
staffing plan is developed and in- 
cludes staffing tables and a well 
chosen bibliography. Copies are 
available from the publisher at 75 
cents each or 3 for $2. 


Bacteriological safety 


The January 1961 issue of the 
Journal of Clinical Pathology (Vol. 
14, No. 1) is devoted exclusively to 
the subject of hospital cross-in- 
fection. 

Quoting from the editorial in 
this issue: 

“This volume is intended to act 
as a reminder and an encourage- 
ment to those who should be re- 
sponsible for the bacteriological 
safety of patients in hospitals. 
Simple daily procedures, such as 
floor cleaning, hand washing, ward 
and theater routine, and sterilizing 
methods, are re-examined and rec- 
ommendations are made on many 
of these techniques. The reader 
will no doubt agree after reading 
the articles on the autoclave, for 
example, that there is a responsi- 
bility on the part of doctors and of 
managements not only to install 
machines which work, but to place 
the responsibility for their con- 
tinued efficiency on specified and 
competent shoulders. 

“The authors have also put for- 
ward views on such future pros- 


also: 


Two CHA booklets 
Bacteriological safety 
New abstract journal 


pects as prepackaged sterilized and 
disposable materials for general 
ward use, and sterilization of other 
fabrics and instruments by gamma 
radiation or by ethylene oxide. 
Perhaps most of all, however, they 
all stress the need for strict ad- 
herence to fundamental principles 
of medical and nursing techniques 
if we are to control and combat 
sepsis in a hospital community.” 

Single copies of this special is- 
sue are available from the British 
Medical Association, B.M.A. House, 
Tavistock Square, London W.C.1, 
England, at $2.75 each. 


New abstract journal 


The Ministry of Health of Great 
Britian has begun the publication 
of a new monthly abstracting jour- 
nal, Hospital Abstracts, which will 
contain summaries or notices of 
approximately 150 articles, books, 
pamphlets and reports in each is- 
sue. The purpose of the service is 
to present in English in abridged 
form current facts on new devel- 
opments in hospitals and hospital 
administration from all over the 
world. Literature published in 
English as well as many other 
languages will be abstracted. 

The abstracts will be classified 
under the following headings: hos- 
pital services in various countries; 
planning, design and construction; 
equipment, fittings and furniture; 
staff, including management and 
training; organization and admin- 
istration; finance; supplies and 
stores; catering and dietetics; 
laundries and domestic manage- 
ment; hygiene; accidents and emer- 
gencies; welfare of the patient; 
special departments, and special 
hospitals and units. A detailed 
subject-author index will be pub- 
lished at the completion of each 
volume. 

The annual subscription rate is 
$11.52 and orders may be placed 
through the British Information 
Services, 45 Rockefeller Plaza, 
New York 20. This office will also 
supply a copy upon request, 
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In vitro tests demonstrate 
Dial’s extraordinary 
effectiveness 


& Ordinary toilet soap left 
this heavy growth of Staphy- 
lococcus aureus. 


2.4 widely-used antiseptic 
soap showed little inhibition 
of Staphylococcus aureus. 


10 PPM. SOAP 


3. Dial soap completely in- 
hibited Staphylococcus aureus. 


105 





Push-Button Copies 
from Microfilm 


Viewing alone doesn’t fully satisfy the needs of your microfilm 
system. You need paper enlargements, and you want these 
copies to be sharp, contrasty, neatly trimmed black-on-whites, 
obtained without delay or inconvenience of a darkroom. You 
get precisely what you need from a PHOTOSTAT DOCUMAT 
Reader-Printer. In the full-size viewing screen you select the 
record you need, and you get copies by simply pressing a 
button. + This convenient desk-top unit costs little more than 
a viewer. You can get it from PHOTOSTAT, the organization 
you’ve learned to trust. 


Le Secewir 


HEADER + Printey 


PHOTOSTAT,—the most respected name in graphic reproduction 
EQUIPMENT AND SUPPLIES — MICROFILM e OFFSET «¢ PHOTOCOPY « COPIER 





6-6-H 
Name. Please send details of: 





0 PROCEDURAL MICROFILMING [] OFFSET DUPLICATING 
O PROJECTION PHOTOCOPYING 0 OFFICE COPYING 


ita | ae PHOTOSTAT CORPORATION 


Title 











City ROCHESTER 3,N.Y.,A SUBSIDIARY OF Itek CORPORATION 





106 HOSPITALS, J.A.H.A. 











AT TEXAS HOSPITAL ASSOCIATION MEETING— 





Views on Aged Health Care Aired; Texas 


Association Votes for New Headquarters 


Sharply differing views on the best method for providing health care 
for the aged and unanimous approval of a plan for construction of a head- 
quarters building sparked the 32nd annual meeting of the Texas Hos- 


pital Association in Dallas May 14-17. 


The unanimous vote of the Texas house of delegates gave the go- sana 


to a plan that will move the associ- 
ation’s headquarters to a $200,000 
building to be constructed in Aus- 
tin. 

The spirited and fast-moving 
session on health care for the aged 
had as participants representatives 
of federal and state government 
and voluntary health plans. 

Alanson Willcox, in explaining 
the approach the federal govern- 
ment is now considering for pro- 
viding health care for the aged, 
said only through the compulsory 
mechanics of government can care 
be extended to all those who need 
it. 

Mr. Willcox, who is general 
counsel of the U.S. Department of 
Health, Education, and Welfare, 
said it is very difficult to gather 
statistics on the “care people don’t 
get.” “Who is to say how many old 
people are not getting the care they 
need because they fear the finan- 
cial consequences?” he asked. 

Mr. Willcox compared the cur- 
rent search for a means of answer- 
ing health care needs of the aged 
with the development of the social 
security system in the 1930’s. “No 
solution which evokes the test of 
poverty or uses a fee for service 
approach will prove adequate,” he 
said. 


PROVISION CALLED ‘SAFEGUARD’ 


In discussing details of the 
Anderson-King bill, Mr. Willcox 
said that a provision of the bill that 
“reasonable” costs incurred by hos- 
pitals in providing care will be re- 
imbursed has alarmed some who 
have read the bill. This provision 
is a safeguard, he said, pointing 
out the hospital field itself would 
not approve blanket reimburse- 
ment regardless of averages. Mr. 
Willcox said he assumed that 
“reasonable” costs would be actual 
costs as worked out in a formula 
for reimbursement. 

The role of voluntary health in- 
surance in health care of the aged 
was defined by W. R. McBee, ex- 
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ecutive director of Blue Cross-Blue 
Shield of Texas. 

“Health insurance has done, and 
is doing, a job for many of our 
older people,” he said. “The Blue 
Cross system is now protecting 
over four million over the age of 
65.” 

He said the entry of the federal 
government into the health insur- 
ance field with a compulsory sys- 
tem tied in to social security “will 
mean an immediate end to all vol- 
untary attempts to find answers to 
the problems, plus the immediate 
termination by voluntary insur- 
ance plans of the protection now 
given to this older age group.” 

Any system for providing health 
care for the aged that did not have 
a means test as one of its provisions 
would have grave consequences, 
Mr. McBee declared. “Means tests” 
are the very basis of the credit 
system upon which this country 
operates, he said, adding that if 
such tests were set aside, the whole 
economy and industrial system 
would collapse. 


Mr. McBee’s criticism that pro- 
ponents of the social security ap- 
proach to health care of the aged 
have wrongly classified social se- 
curity as an insurance system was 
answered by Mr. Willcox in a 
rebuttal. Mr. Willcox said the Ad- 
ministration proposal would prop- 
erly be classified as social insur- 
ance, and that “no one had said it 
was insurance” in the usual sense. 
Mr. Willcox also said there was no 
likelihood that the program would 
be extended to include persons 
under 65. 


MEANS TEST SPECIFIED 


A state-administered program 
for providing health care for the 
aged was described by Crawford 
Martin, sponsor of a bill under 
consideration by the Texas legisla- 
ture. The bill not only provides for 
a means test, he said, but also re- 
quires that resources of relatives 
be assessed. The bill also limits 
services to a far greater extent 
than the federal bill, Mr. Martin 
said. The plan includes nursing 
home care, and because of the diffi- 
culty of determining average costs 
among nursing homes, would op- 
erate on the insurance principle 
instead of reimbursement. 

On the last day of the conven- 
tion, the Texas association’s house 
of delegates unanimously re- 
affirmed its stand against federal 
government moves to apply social 
security principles to health care 


—O’CONNELL AND PROBST 


ARCHITECT'S DRAWING of Texas Hospital Association’s new headquarters building in Austin. 
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of the aged. The resolution said in 
part: “We reaffirm our stand pre- 
viously taken that the encroach- 
ment of the federal government in 
the health care field through social 
security mechanisms be discour- 
aged and that any health care 
programs for the aged or other 
segments of our population be pro- 
vided through local or state con- 
trolled plans.” 

In occupying its new headquar- 
ters building, the Texas Hospital 
Association will be the first among 
state hospital groups to have con- 
structed a facility planned specif- 
ically for its needs. The project, to 
be financed by a special five-year 
assessment of dues, is expected to 
be completed early in 1963. The 
one-story facility, to be built out- 
side the central business area of 
Austin, will also include facilities 
for other allied hospital field or- 
ganizations. The advantages of 
maintaining equipment and facili- 


ties to be shared with other or- 
ganizations housed in the building 
was an important consideration in 
the decision to build the headquar- 
ters. In addition to office space and 
service areas, the building will in- 
clude an auditorium to be used for 
conducting educational programs 
for the hospital association and 
allied groups. Plans provide for 
doubling the size of the building 
if the need arises. 

New officers named by the asso- 
ciation were as follows: President, 
Albert H. Scheidt, administrator, 
Dallas County Hospital District, 
Dallas; president-elect, George B. 
Pearson, administrator, Medical 
Center Hospital, Tyler; vice presi- 
dent, Leigh J. Crozier, M.D., ex- 
ecutive director, Hermann Hospi- 
tal, Houston; treasurer, T. H. 
Morrison Jr., administrator, Valley 
Baptist Hospital, Harlingen. Regis- 
tration for the meeting was nearly 
3000. Ld 





AT UPPER MIDWEST HOSPITAL CONFERENCE— 





Future Hospitals To Depend on Automation, 
Electronic Devices, Specialist Predicts 


“From Paul Bunyan to Buck Rogers” was a major theme of the Upper 
Midwest Hospital Conference in St. Paul, May 10-12, attended by 
approximately 4650 hospital personnel. 

The leap into the future was furnished by Ian A. Brown, M.D., director 
of medical research, Electronic Medical Systems, Inc., St. Paul, in predict- 


ing the effect of automation and 
new electronic devices on the hos- 
pital of tomorrow. 

“Medicine is particularly sus- 
ceptible to electronics and elec- 
tronics is uniquely adaptable to 
medicine,” said Dr. Brown. He ob- 
served that electronic devices and 
automation already are used ex- 
tensively in hospitals, and pre- 
dicted that the increasing use of 
such equipment in the years ahead 
will help in meeting future de- 
mands for more hospital beds and 
better medical care as lower cost. 

Dr. Brown pointed out that the 
same type of electronic devices 
that permit monitoring of a space- 
man’s physical condition during 
flight may be used increasingly in 
hospitals to monitor certain physi- 
cal signs of a patient’s progress. 
Diagnosis in the hospital of 1975 
may be made by a computer, he 
said, and changes in hospital de- 
sign and construction may be ex- 
pected to accompany the wide- 
spread use of the new technology. 

Today’s hospital, asserted Dr. 
Brown, is seeking to adapt the 
latest ideas in hospital administra- 
tion and patient care to its own 
unique situation. 
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In an evaluation of home care 
programs, Claire F. Ryder, M.D., 
chief, long-term illness program, 
Division of Chronic Diseases, U.S. 
Public Health Service, Washington, 
D.C., emphasized that no stereo- 
typed pattern of home care can be 
devised that will fit all communi- 
ties. A home care program should 
be based on a demonstrated need 
within the community, she said. 
Frequently some aspect of home 
care is already available, such as 
nursing care of patients in their 
homes. Using such resources, a 
community can work toward a 
coordinated program of medical, 
nursing, social and related services 
to selected patients at home. 

In another paper that explored 
the diverse nature of hospitals and 
their communities, Milton I. Roe- 
mer, M.D., director of research, 
Sloan Institute of Hospital Admin- 
istration, Graduate School of Busi- 
ness and Public Administration, 
Cornell University, Ithaca, N.Y., 
reported the preliminary results of 
a survey designed to pinpoint the 
characteristics of a hospital that is 
well supported by its community. 
Three measures were used to gauge 


community support of 136 hospi- 
tals in the upstate New York area: 
(1) donation of money (all funds 
except those received for patient 
care); (2) community participa- 
tion (such as volunteer activities), 
and (3) choice of hospital for pa- 
tient care. 


OVERSIMPLIFICATION DANGEROUS 


While warning of the dangers of 
oversimplification and the fact that 
strong community support of a 
hospital may be achieved in ways 
that deviate from the prevailing 
pattern, Dr. Roemer stated that the 
strongly supported hospital tends 
to be one that stands alone in its 
community, is smaller than aver- 
age size, is an accredited institu- 
tion and has an administrator of 
long experience who participates in 
community activities. A high cor- 
relation was found between strong 
community support and _ shorter 
average patient stay. Dr. Roemer 
interpreted this to mean that bet- 
ter support is given to hospitals 
having more surgical cases and 
fewer aged patients requiring long- 
term care. This leads to the con- 
clusion that community support is 
not directly related to community 
needs, he said. 

In depicting the current national 
hospital scene, Frank S. Groner, 
president, American Hospital As- 
sociation, and administrator, Bap- 
tist Memorial Hospital, Memphis, 
Tenn., emphasized that one char- 
acteristic of a dynamic society is 
that the solution of one problem 
creates others. “The same factors 
that have contributed to such great 
advances in the hospital field are 
responsible for the difficulties 
which we face today,” he stated. 

Growth of the Blue Cross con- 
cept of voluntary nonprofit health 
insurance has contributed to the 
development of our present health 
system, according to Mr. Groner. 
Problems symptomatic of the 
changing times which are faced by 
Blue Cross include the increased 
rate of hospital admissions, rising 
hospital costs, inroads by commer- 
cial insurance and Blue Cross-hos- 
pital relations, 


ADMINISTRATIVE TECHNIQUES 


Some of the “secret” techniques 
of the successful hospital adminis- 
trator were told by Ray E. Brown, 
superintendent, University of Chi- 
cago Clinics, who spoke on “Strat- 
egy in Administration.” No one 
set of personality traits can de- 
scribe the successful administrator, 
according to Mr. Brown, who stated 
that the personality of the admin- 
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istrator is not as important as how 
he expresses it, 

Mr. Brown introduced the 
concept of “obedient rebels,” or 
personnel who will conform to es- 
tablished procedure, but will par- 
ticipate in planning innovations to 
improve efficiency, 

At the annual banquet, Ruth E. 
Boynton, M.D., for 25 years direc- 
tor of the University of Minnesota 
health service, received the Har- 
rington award for her oustanding 
contributions to the field of public 
health. Incoming president of the 
Upper Midwest Hospital Confer- 
ence, Jack L. Rogers, administra- 
tor, Sioux Valley (S.Dak.) Hospi- 
tal, Sioux Falls, announced the 


election of James A. Anderson, 
administrator, Lutheran Hospital 
of Fort Dodge (Iowa), as presi- 
dent-elect. 

An international note was pro- 
vided by the banquet speaker, 
James A. Hamilton, director of the 
course in hospital administration, 
University of Minnesota, who told 
of his travels in 31 countries as a 
member of a team sent out by the 
Department of State to appraise 
medical service on a global basis. 
Grossly inadequate medical care 
and hospitals below any standard 
in this country, he said, are char- 
acteristic of many of the countries 
in Asia and Africa which he vis- 
ited. a 





AT MIDDLE ATLANTIC HOSPITAL ASSEMBLY— 





Speakers Give ‘Inside Look’ At Health Care 
In Canada, South America and Russia 


An inside look at hospital and health care in three areas politically 
important to the United States—Canada, South America and Russia— 
was provided for hospital representatives attending the 13th annual 
Middle Atlantic Hospital Assembly in Atlantic City, May 17-19. The 
close-up view was provided by three speakers—two of them active 


participants and one a first-hand 
observer—who described the re- 
spective health care systems in- 
volved. 

Stanley W. Martin, president of 
the Canadian Hospital Association, 
centered his discussion on changes 
which have taken place in the pro- 
vision of hospital care for the 18 
million persons who make up the 
population of Canada. Since July 
1, 1958, Canada has had a program 
of national hospital insurance. Mr. 
Martin stressed, however, that 
Canada has not had, and does not 
now have a system of government 
owned and operated hospitals. 


CANADIAN SYSTEM VIEWED 


“What we have in Canada at 
present,” he asserted, “is really 
10 different provincial hospital in- 
surance plans subsidized by the fed- 
eral government rather than one 
single federal program financed 
and administered by the central 
federal authority.” Mr. Martin ex- 
plained that this is not unlike 
maintaining the autonomy of the 
community hospital, owned and 
operated at the local level, even 
though its financial support is de- 
rived almost completely from gov- 
ernment funds. 

“If in this new environment it 
is possible to retain the local com- 
munity hospital with its advan- 
tages of local initiative and control, 
and yet provide the financial sup- 
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port necessary for efficient opera- 
tion from government sources, 
Canada,” he pointed out, “will steer 
a course in the hospital field which 
is midway between the state con- 
trol of Britain and the militant free 
enterprise concepts of the people 
of the United States.” 


EPIDEMIC DISEASES REMAIN THREAT 
E. Harold Hinman, M.D., chief of 


technical resources division, Office 
of Public Health International Co- 
operation Administration, Wash- 
ington, D.C., whose work has in- 
volved close study of health care 
problems in Latin American coun- 
tries, said epidemic diseases still 
pose a real threat in parts of the 
Western Hemisphere. Smallpox is 
still a problem in nine countries, 
he said, and yellow fever and yaws 
are prevalent in many areas, al- 
though immunization programs for 
yellow fever are going forward, 
particularly in the jungle areas. 
Yaws, he said, responds reliably to 
penicillin and he predicted its 
eradication within the next 10 
years. 

During the last 15 years, there 
has been an extension of health 
centers throughout Latin America 
in which United States advisers 
have played key roles in improving 
the health care programs, Dr. Hin- 
man explained. During this period, 
infant mortality has decreased and 


there has been significant progress 
in the control of specific diseases, 
such as malaria and tuberculosis. 

Medical schools are more numer- 
ous than in the United States, 
and they graduate 8000 physicians 
yearly compared to 7000 in this 
country, but there are enormous 
deficiencies in their training, Dr. 
Hinman stated. 

Blair O. Rogers, M.D., clinical 
instructor in plastic surgery at 
New York University College of 
Medicine, presented a first-hand 
appraisal of Russian medicine. Dr. 
Rogers recently toured Russia, vis- 
iting the country’s medical centers. 
His observations of these institu- 
tions led him to conclude that the 
Soviet Union is more interested in 
the propaganda aspects of medi- 
cine than in humanitarianism. 


RUSSIAN CLAIMS QUESTIONED 


Illustrating his talk with color 
slides taken during his Russian 
tour, Dr. Rogers revealed as hoaxes 
many of the surgical and scientific 
feats claimed by the Russians. Two 
widely heralded Russian operations 
—a two-headed dog and a trans- 
planted limb—had been performed 
in the United States at least 50 
years ago, and were reported in the 
Journal of the American Medical 
Association, Dr. Rogers said. In 
one of the medical centers he vis- 
ited, a dog involved in a leg trans- 
plant operation had two nurses in 
continual attendance, while pa- 
tients in the advanced cardiac 
ward had no nurses, he stated. He 
warned his listeners to be wary 
of Russian claims in medicine and 
surgery. 

Samuel H. Rubin, M.D., director 
of the department of medical edu- 
cation, and attending physician at 
Fitkin Memorial Hospital, Neptune, 
N.J., spoke out strongly for the 
establishment of medical educa- 
tion departments in community 
hospitals. “Without a strong and 
varied educational program,” Dr. 
Rubin declared, “residencies will 
not be approved and a good house 
staff will be impossible to recruit. 
At the same time, the attending 
staff will not be stimulated to per- 
form to the best of its ability.” He 
further urged that once a hospital 
has initiated a vigorous educational 
program, medical schools in the 
area should give concrete support. 


EDUCATION PROGRAMS ESSENTIAL 


John C. Leonard, M.D., director 
of medical education, Hartford 
(Conn.) Hospital, concurring with 
the view expressed by Dr. Rubin, 
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said that a medical education pro- 
gram is essential if the hospital is 
to fulfill its mission in the highest 
sense. He listed the primary fac- 
tors which house officers look for 
in the hospital as: (1) the standard 
of training and quality of teaching 
of the hospital’s medical education 
program; (2) the location of the 
hospital; (3) living quarters, in- 
cluding housing for the married 
house officer, and (4) salaries. 
Perry S. MacNeal, M.D., intern- 
ist at Pennsylvania Hospital, Phila- 
delphia, speaking to 500 auxiliary 
representatives from New York 
and Pennsylvania at a luncheon 
meeting, advised inhospital volun- 
teers working with patients “to 
leave their egos at home.” The 
patient brings to the hospital his 
apprehension, discouragement and 
anxiety, Dr. MacNeal said, and 


should not be expected to under- 
stand any problems of the volun- 
teer. Dr. MacNeal also advocated 
the “buttoned lip” as an important 
piece of equipment for the volun- 
teer. “The hospital exists to pro- 
vide service for the patient,” he 
declared. “Every volunteer must 
take the same ethical vow of silence 
that a physician takes.” 

Carlton B. Shannon, administra- 
tor of the House of the Good Sa- 
maritan, Watertown, N.Y., was 
named president of the board of 
governors of the Middle Atlantic 
Hospital Assembly, and Mabel A. 
Barron, R.N., administrator of Ell- 
wood City (Pa.) Hospital, moved 
into the vice presidential position. 
Nearly 4000 hospital representa- 
tives from New York, New Jersey 
and Pennsylvania attended the 
meeting. Ll 





IN SAN FRANCISCO— 





‘Responsible Independence’ Key To System 
Of Hospital-Physician Relations, M.D. Says 


Warren L. Bostick, M.D., president-elect, California Medical Associa- 
tion, told the 3lst annual convention of the Association of Western Hospi- 
tals that any system of hospital-physician relations must put “each party 
in a sense of responsible independence.” More than 5000 hospital admin- 
istrators, trustees and key personnel attended the meeting in San Fran- 


cisco, April 24-27. 

Dr. Bostick, professor of pathol- 
ogy, University of California Medi- 
cal Center, San Francisco, told the 
meeting that there were more 
forces bringing the hospital and 
physician specialists closer than 
setting them apart. He called the 
hospital “a proper focus for much 
of our quality care and also a cen- 
ter for quality control.” 

He said there were three basic 
issues involved: the freedom of the 
physician, status and money. He 
called the services rendered by the 
physician-specialists thoroughly 
legitimate hospital service, and said 
that there was a degree of paral- 
lelism between the stands taken by 
the American Medical Association 
and the American Hospital Associ- 
ation. He said there were basic 
concessions for both sides to make 
and that they ought to be made in 
the recognition that 95 per cent of 
hospital-physician specialists con- 
tacts are without tension and only 
5 per cent produce strain. 


TENSIONS HAVE DEVELOPED 

Russell A. Nelson, M.D., direc- 
tor of the Johns Hopkins Hospital, 
Baltimore, and immediate past 
president of the AHA, said that 
there had been a steady march of 
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medical and surgical practice into 
the hospital. This has produced 
tensions between the profession of 
medicine which preferred to func- 
tion with a minimum of organiza- 
tion and the hospital which re- 


Ae; 


on 


ile 


DR. BOSTICK DR. NELSON 


quired more and more rules and 
regulations for rational conduct. 
Dr, Nelson said the hospitals 
were dismayed by the occasional 
flagrant failure of the doctor in his 
responsibility to the hospital, such 
as the emergency department and 
medical records, and the impres- 
sion that some doctors give that 
“the hospitals are run for him.” 
On the other side, Dr. Nelson 
said, the doctor has frustrations, 
disliking what he believes to be 
buck-passing, poorly trained em- 
ployees, inadequate equipment and 


the endless paper work. He said 
the greatest concern of the physi- 
cian was the “lack of security from 
the lack of control over the hospi- 
tal which is so necessary to him.” 

If the physicians and the hospi- 
tal are to work constructively to- 
gether, there must be no domina- 
tion by either, Dr. Nelson said. 

James E. Ludlam, attorney, As- 
sociation of Western Hospitals, 
urged that 
when contro- 
versies arise, 
they promptly 
be taken out of 
the local situa- 
tion and taken 
to a conference 
at a higher lev- 
el. This would 
get it out of the 
‘“‘and-you’re- 
another” atmos- 
phere, Mr. Ludlam said. 

H. D. Chope, M.D., director of 
Public Health, County of San Ma- 
teo, Calif., com- 
plained at an 
early general 
session that 
hospitals call 
themselves gen- 
eral hospitals 
and then ‘‘we 
start to exclude 
alcoholics, psy- 
chotics and 
those with com- 
municable dis- 
eases.” He said how can a hospi- 
tal be a general hospital and not 
admit, for example, mental pa- 
tients. He urged that the general 
hospital give care to patients with 
all kinds of illness. 


MR. LUDLAM 


DR. CHOPE 


BENEFITS LOST 


Dr. Chope bemoaned the lack of 
realization of regionalization of 
hospital facili- 
ties, saying the 
benefits had 
been lost or at 
least postponed. 
He said preven- 
tive medicine 
has become sep- 
arated from 
therapeutic and 
that this was 
unfort:inate. 

Joseph L. 
Zem, director, St. Luke’s Hospital, 
San Francisco, took office as the 
25th president of the association. 
Paul R. Hoff, administrator, Ban- 
nock Memorial Hospital, Pocatello, 
Idaho, was named president-elect 
by the association board. Ls 
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Special Television Program 
To Depict Medical Practice 


“Doctor B,” an hour-long tele- 
cast depicting the real-life story 
of medical practice as seen through 
the eyes of a family doctor, will be 
broadcast on the NBC-TV Network 
on Tuesday, June 27 at 10 p.m. 
Eastern Daylight Time. 

The program will be sponsored 
by the American Medical Associa- 
tion in cooperation with Merck 
Sharp and Dohme, division of 
Merck and Company, Inc., drug 
manufacturers. The nation-wide 
telecast will coincide with the an- 
nual meeting of the AMA in New 
York City. sal 


Nation’s Major Blood Systems 
Agree on Exchange Program 


The nation’s two major blood- 
banking systems, the American 
National Red Cross (ANRC) and 
the American Association of Blood 
Banks (AABB), began exchanging 
blood and donor replacement cred- 
its May 27. The announcement 
was made on May 3 by Gen. Alfred 
M. Gruenther, president of the 
ANRC, and John R. Schenken, 
M.D., president of the AABB. 

There has been exchange of 
blood and blood credits within the 
two separate organizations for 
many years through their own 
clearinghouse systems. The new 
agreement now allows for exchange 
of blood through an interorganiza- 
tion clearinghouse arrangement on 
a national basis. 

Under the new system, donors 
may give blood throughout the 
United States—through the ANRC 
or any AABB participating blood 
bank—and have it credited, or 
even shipped, if it is a rare or 
out-of-stock blood type, to a pa- 
tient anywhere else. 

The American National Red 
Cross has 55 regional blood cen- 
ters operating in 40 states and the 
District of Columbia. The Ameri- 
can Association of Blood Banks 
has over 600 institutional mem- 
bers—community, hospital and 
private blood banks—throughout 
the United States. The two organ- 
izations service 5500 of the nation’s 
7000 general hospitals. Between 
them, they draw, process and de- 
liver about 80 per cent of the 
5,000,000 units of blood used every 
year for transfusions in the U.S. 

The exchange arrangement 
marks the culmination of five years 
of negotiations which have been 
conducted by a joint committee 
of the two organizations. Opera- 


JUNE 16, 1961, VOL. 35 





Better Light 


where you need if most 


with the new Hill-Rom 
Bedside Cabinet Lamp 


Front view of cabinet with 
lamp in position. 


With this bedside cabinet lamp the 
doctor or nurse can quickly and 
easily put the light exactly where it 
is needed for examination or treat- 
ment. The lamp is mounted on the 
back side of the cabinet and rolls on 
a track, so it may be easily moved 
and used on either side of the cabi- 
net as required. It may also be 
moved entirely out of the way when 
full access to the top of the cabinet 
is desired. The shade is well venti- 
lated —will never become hot. 

A convenience outlet permits 
plugging in any electrical appliance 
used at the bedside. 


This lamp is listed by Underwriters’ Laboratories. 


HILL-ROM COMPANY INC. °¢ 


Batesville, indiana 


113 





tional details for the new arrange- 
ments have been under negotiation 
since August, when the organiza- 
tions publicly agreed on a nation- 
wide reciprocity agreement. 

The 1960 experience of the 
American Association of Blood 
Banks illustrates how the exchange 
agreement will work. In that year, 
the five district clearinghouses of 
the AABB—in San Francisco, Jack- 
sonville, Chicago, Dallas and New 
York—handled 130,644 exchange 
transactions. Most of these were 
paper credit exchanges. Only 18,- 
783 units of blood were actually 
shipped from one bank to another. 

The new program, which both 
organizations expect to be a per- 
manent arrangement, will be sub- 
ject to review after a year’s trial; 
then adjustments may be made in 
operational details. Both agencies 
have agreed on a uniform process- 
ing fee of $6 for each unit of blood 
actually exchanged between the 
two systems. 

The new agreement will increase 
the availability of whole blood, 
make donor replacement more con- 
venient for patients and alleviate 
cancellation of elective operative 


procedures because of blood short- 
age. * 


PHS Announces New Courses 
In Short-Term Nursing Series 


A new supplemental list of agen- 
cies sponsoring federally supported 
short-term intensive training 
courses for nurse administrators, 
supervisors and teachers has been 
issued by the U.S. Public Health 
Service. (Previous lists have ap- 
peared in the April 1, May 16, 
June 16 and Dec. 1 issues of this 
Journal. A continuation of this list 
will appear in the July 1 issue). 

The following additions have 
been announced: 

Arkansas League for Nursing, 
North Little Rock, Ark. Director: 
Frances M. Russell. Subject: Pro- 
moting Improved Nursing Care 
Through Identification of Patient 
Needs. Dates: June 26-July 7, 1961 
(to be repeated July 10-21, 1961). 

School of Nursing, Emory Uni- 
versity, Atlanta, Ga. Director: Ev- 
elyn P. Rowe. (1) Subject: Cur- 
riculum and Teaching in Nursing 
Programs, Dates: July 10-21, 1961. 
(2) Subject: Principles of Super- 


vision. Dates: July 10-21, 1961. 
(3) Subject: Dynamics of Inter- 
personal relationships. Dates: July 
24-28, 1961. (4) Subject: Current 
Rehabilitative Methods in the Care 
of the Stroke Patient. Dates: July 
24-28, 1961. 

School of Nursing, Medical Col- 
lege of Georgia, Augusta, Ga. Di- 
rector: Alda L. Ditchfield, profes- 
sor. Subject: Comprehensive 
Nursing in Chronic Respiratory 
Conditions Including Tuberculosis 
and Other Prolonged Illnesses. 
Dates: June 19-23, 1961 (to be re- 
peated Oct 9-13, 1961). 

Department of Nursing, South- 
ern Illinois University, Carbondale. 
Director: Virginia H. Harrison, 
chairman. Subject: Individualized 
Patient Care. Dates: June 26- 
July 1, 1961. 

School of Nursing, University of 
Maryland, Baltimore. Director: 
Florence M. Gipe, dean. Subject: 
Cardiovascular Nursing. Dates: 
July 10-21, 1961. 

School of Nursing, Boston 
(Mass.) University. Director: Ma- 
rie Farrell, dean. Subject: Work 
Conference for Teachers in Basic 
Nursing Collegiate Programs. 
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Dates: July 10-Aug. 4, 1961. 

College of Nursing, Wayne State 
University, Detroit. Director: 
Katherine Faville, dean. (1) Sub- 
ject: Organizing the Nursing Serv- 
ice for Improved Patient Care. 
Dates: June 26-July 7, 1961. (2) 
Subject: Planning for Inservice 
Education. Dates: June 26-July 7, 
1961. (to be repeated July 10-21, 
1961). (3) Subject: Teaching Sup- 
portive Nursing Care of Patients in 
Labor and Delivery. Dates: June 
26-July 7, 1961 (to be repeated 
July 10-21, 1961). (4) Subject: 
Supervisor-Employee Relations in 
Nursing. Dates: July 10-21, 1961. 

Department of Nursing Educa- 
tion, St. John’s University, Brook- 
lyn, N.Y. Director: Mrs. Mary E. 
Reap, administrative chairman. 
Subject: Evaluation of Nursing 
Personnel. Dates: July 10-21, 1961. 

School of Nursing, Duke Univer- 
sity, Durham, N.C. Director: Ann 
M. Jacobansky, dean. Subject: 
Teaching Medical-Surgical Nurs- 
ing in Diploma Schools, Dates: 
June 19-July 1, 1961. 

Texas League for Nursing, Inc., 
Austin. Director: Rachel Thomp- 
son. Subject: Nursing Manage- 
ment Skills. (Dates to be announced 
later. ) . 





Editorial notes 
(Continued from page 41) 


sirable and important not only for 
their sake, but also for the sake of 
their families, friends and commu- 
nities, who may be exposed by 
them to dangerous and quickly 
fatal diseases. 

Equally serious and dramatic are 
the influenza epidemics and pan- 
demics which periodically sweep 
around the globe. The U.S. Public 
Health Service is and has been 
studying all aspects of the current 
influenza epidemics in Britain and 
Japan. Although it is not anticipat- 
ing an influenza epidemic in the 
United States, the PHS through its 
Communicable Disease Center is 
maintaining close contact with all 
state health departments to check 
for signs of increased incidence of 
influenza in this country. 

The Asian type of influenza is 
prevalent in Britain and the B 
type is prevalent in Japan at pres- 
ent. Because the Asian was epi- 
demic in the United States last 
year, it may not constitute much 
of a hazard for most people this 
year, but the B type will. 
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The persons most apt to be af- 
fected by any type of influenza, 
and most apt to suffer serious com- 
plications, are those more than 65 
years of age, pregnant women and 
those with certain types of diseases, 
such as cardiac, pulmonary and 
metabolic. 

Since a multivalent vaccine for 
influenza is available, it would 
seem to be wisdom for persons in 
the high-risk categories to be in- 
oculated. In many instances, inocu- 
lation will prevent attacks of in- 
fluenza; in others, it will render 


the attack mild and will prevent 
complications. 

The speed of travel in the jet 
age and the accessibility of most 
places makes preventive action 
against disease imperative. A per- 
son incubating a dangerous disease 
may travel thousands of miles and 
infect hundreds of persons in a 
very short time. If control over the 
former decimators of humanity is 
not to be lost, sound public health 
measures must be maintained and 
public health service recommenda- 
tions should be observed. 
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A medical center for 


Puerto Rico 
(Continued from page 58) 


on the site makes it difficult to 
bring them into an ideal circula- 
tion scheme with the other ele- 
ments of the center. The best way 
would have been to connect them 
at their respective middle points, 
but under the circumstances, the 
connections must be made through 
the ends of the buildings. 

2. It is impossible to represent 
truthfully some of the buildings 
in the current graphics because 
either they have not been planned 
or they are represented by plans 
which were made for other sites. 

3. The architects for the medi- 
cal sciences building would have 
liked a building of fewer stories, 
more closely expressing its inter- 
nal functional demands, but such 
a building would require more 
land than could be spared, consid- 
ering the needs of the adjoining 
buildings to its right and left. This 
building is represented in the mas- 


ter plan by a five-story and base- 
ment building corresponding to 
current schematic plans. 

4. The plans of the oncologic 
hospital, now under construction, 
were made for an entirely differ- 
ent site. Circumstances prevented 
this hospital from being replanned; 
therefore, it was grafted into the 
composition as could best be done. 

5. The bio-medical building, now 
under construction, relates to the 
oncologic hospital, but it came into 
the program after the oncologic 
hospital had been grafted into the 
medical center composition, other- 
wise it might have been planned 
as a more integral part of the on- 
cologic hospital. 

6. The industrial hospital and 
the nursing home are represented 
by their current advanced stages 
of planning. 

7. The community rehabilitation 
center is now under construction 
and is therefore represented by 
finished plans. 

8. The health center, the long- 
term hospital and buildings M, O, 
N, S and P and R are being repre- 
sented by symbols because plan- 


ning studies have not been au- 
thorized. 

9. The power plant and laundry 
are under construction. 

10. The central building, the 
central cafeteria and the service 
and supply buildings are repre- 
sented by well advanced plans. #® 





The dynamics of decisions 
(Continued from page 51) 
of the resources available. 


POSITIVE DECISIONS A ‘MUST’ 


Since decision making takes 
place at a dynamic point in a con- 
tinuing process, evaluation of the 
results of particular decisions be- 
comes easier. For this reason, it 
is important that care be exercised 
to assure that decisions are made 
in a positive manner. Acts of 
omission, or failures to make de- 
cisions, should be approached as 
deliberate choices because they 
are types of decisions. 

No decision can be considered 
finished until all of its results 
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have happened. Although the de- 
cision itself takes place momen- 
tarily, its effects continue echoing 
throughout the organization. The 
individual who made the decision 
should respond to those echoes. 
Here is the opportunity for reap- 
praisal, readjustment and re-eval- 
uation of previous decisions, and 
also the opportunity for improve- 
ment in future ones, 


INDIVIDUAL RESPONSIBILITY 


The individual who makes the 
decision should assume consider- 
able responsibility for his own 
“batting average.” Although he 
will be subject to the supervision 
of someone at a higher level, the 
results of effectiveness or ineffec- 
tiveness are often not immediately 
apparent. To wait too long for 
outside correction is to shirk re- 
sponsibility. 

Each manager or _ supervisor 
should be prepared to engage in 
a continual process of self-evalu- 
ation to gauge the results of his 
decisions. He should be prepared 
to evaluate his decisions in terms 
of efficiency of operation, morale 
of employees, cooperation and 
understanding of colleagues, effi- 
cient use of resources and con- 
tribution to the goals of the or- 
ganization. To enable him to do all 
this effectively, the supervisor 
should understand thoroughly the 
procedures and operations for 
which he is responsible and the 
way they contribute to the over- 
all objective. He should under- 
stand the needs and motivations 
of his employees in order that they 
may better understand and per- 
form in their own jobs. 

The manager or _ supervisor 
should be prepared not to accept 
the status quo in terms of old 
standards of efficiency, old meth- 
ods of operation and old sources 
of information. He should be pre- 
pared to take advantage of all 
the administrative and organiza- 
tional devices available. Most 
committees within organizations 
are not designated as executive 
groups, but they are very useful 
devices for acquiring and dissem- 
inating information. Through them 
a manager or a supervisor may 
accumulate the information neces- 
sary to make a proper decision; 
through them he may also dis- 
seminate the understanding that 
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will allow decisions to be executed 
and followed up in proper order. 

To achieve not only execution 
of a decision but eventual under- 
standing and cooperation from all 
involved is a large measure of the 
effectiveness of both the decision 
and its maker. The exercise of 
leadership requires an _ under- 
standing of the collective values 
and loyalties of the organization.” 
Only through an _ understanding 
of organization as a responsive, 
adaptive organism can the nature 
and quality of leadership be 


achieved. This implies that the 
quality and effectiveness of de- 
cisions will depend upon the vision 
and the effort expended by those 
who make them. 

The need for adequate informa- 
tion and recognition of alterna- 
tives and consequences to gain 
better understanding and judg- 
ment in decision making has been 
emphasized. This appears to in- 
dicate that the “broad-gauged,” 
“well rounded” man is best suited 
for higher level decision making. 
Such a man causes the organiza- 








FUND-RAISING SUCCESS 


The bottom three floors of the building on the right to be com- 
pleted. Nurses’ Residence on left will be a home for the aged. 


3 campaigns produce $2,875,000 
for Richmond, Indiana, Hospital 


Three times since 1948, Reid Memorial Hospital, Richmond, Indiana, has 
gone to the public to help finance urgently-needed expanded facilities. The 
three campaigns—each directed by Ketchum, Inc.—produced pledges total- 
ing $2,875,052 against a combined goal of $2,450,000. 

The most recent effort raised $811,666 against a $700,000 objective. The 
funds will provide 68 additional medical and surgical beds, treating approxi- 
mately 3,000 more patients annually; a completely approved 60-bed home 
for the aged; an expanded Psychiatric Department and Isolation Unit; and 


additional ancillary facilities. 


If your hospital is planning a fund-raising campaign, we will be happy to 
discuss your plans with you at no obligation. Write now. Early planning will 
help to assure the success of your program. 


KHTCHUM, INC. 


Pittsburgh 19 * New York 36 * Chicago 3 * Charlotte 2 


Charter Member, The American Association of Fund-Raising Counsel 





tional machinery to work smooth- 
ly; his knowledge of cause and 
effect, his ability to understand 
the employee’s needs, his vision 
of distant goals are great enough 
that his decisions cause hardly 
a ripple. 

Of course, this is all desirable, 
but to have no ripples and still 
get the job done is often impos- 
sible. The facile decision that re- 
conciles all points of view and 
accounts for all factors at one 
level may not be recognized as 
such at a different level. It may 
be that a decision causing no rip- 
ples is merely a futile one that 
works only toward little ends and 
not toward the goals of the total 
enterprise. 

If everyone saw the correct al- 
ternatives and the ultimate goals, 
there would be no need for de- 
cision makers. Of course, a bal- 
ance is needed; a strategy of pace, 
of timing, of education and per- 
suasion is vital. Decisions too 
harsh, too abrupt, or too strange 
defeat their own ends. But even 
so, it is not the well rounded de- 
cision that is needed. The goal is 


not the lowest common denomi- 
nator. The decision and the de- 
cision maker should have rough, 
sharp edges that when used in- 
telligently will cut to the heart 
of the matter and expose areas 
not seen by others. The decision 
maker, by assuming his position, 
assumes an Obligation to go be- 
yond what is commonly under- 
stood. . 
REFERENCES 

. Drucker, P. The Practice of Manage- 

ment. New York, Harper & Bros. 1954. 
. Selznick, P. Leadership in Administra- 


tion, Evanston, Row, Peterson and 
Company, 1957. 





How many people does a 
Blue Cross Plan cover? 
(Continued from page 62) 


change as rapidly as the propor- 
tions of the age-sex groups of 
subscribers within the total. There- 
fore, in order to keep the estimates 
of family membership up-to-date, 
it is recommended that at the an- 
nual mechanical review of the 
membership files, a tabulation be 
made of the age and sex distribu- 
tion of subscribers, separately for 


single |and family subscribers. The 
estimated ratios of dependents to 
subscribers given in Table 2 may 
then be applied to the family sub- 
scribers to derive the number and 
distribution of dependents. It is 
recommended that these ratios be 
used for a five-year period. An- 
other suggestion is that at the end 
of that period another sample sur- 
vey be made to determine new de- 
pendent-subscriber ratios. 

These ratios may also be used to 
estimate the membership within 
individual groups. When this is 
done, however, it is important not 
to apply the same over-all ratio 
of 2.42 dependents per family sub- 
scriber to each group, since the 
number of dependents is known to 
vary considerably depending upon 
the age and sex composition of the 
group. 

One should expect, for example, 
many fewer dependents per family 
subscriber in a group of retired 
workers (where there would be 
virtually no child dependents) as 
compared to a group made up pre- 
dominately of younger married 
men. The age-sex specific ratios 





So you think 
you know 
all about 


FUND RAISING? 


Our special booklet, “Partners in Prog- 
ress’, is available for the asking. Raising money is an art, 
especially in today’s involved economy. National’s expert 
fund-raising service excels in successful experience and 
“know how”. Dedication to the client's interests is the key 


note to National’s continued success. 


Get your informative booklet on fund-raising today. No obli- 


gation, of course. 


Gentiemen: Please send Free Copy of your booklet, | 


“Partners in Progress.” 


Name 


| 
l 
| 
I Hospital 
1 Address 
I 
L 
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PRODUCTS 


New Borg-Warner 
Hospital Bed 


Lowest priced fully motorized bed 


you can buy 
Write for Details 


ngersoll PRODUCTS 


ivision of Borg-Warner 


femmes 3 
NATIONAL Funp - Raising Services, ING YA 
Wancn 2 


82 Wall St., New York © 6O0OU 3S. Michigan, Chicago ¢ 
1001 Russ Building, San Francisco @ 1105 Fulton 
National Bank Bidg., Atlanta © 208 Ridglea State Bank 
Bidg., Fort Worth © 621 Adolphus Tower, Dallas « 
410 Asylum Street, Hartford. 


BORG-WARNER 1000 w. 120th St., Chicago 43, Illinois 
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derived from this study afford the 
means for a much more realistic 
comparison of the utilization ex- 
perience of different membership 
groups.** 

Estimates of the membership of 
Blue Cross Plans have been de- 
ficient because the number of de- 
pendent family members has been 
largely an unknown factor. The 
utilization rates derived from such 
membership estimates must simi- 
larly be viewed with suspicion. 
Scientific sampling methods are 
available to obtain the necessary 
information within known confi- 
dence limits. 

We employed such methods in 
a survey of the family membership 
of the Rochester (N.Y.) Plan, and 
the methods and results are re- 
ported here. These results indicate 
that the membership covered by 
the Plan is considerably larger 
than was previously estimated, and 
that the proportion of aged persons 
in the insured population has risen. 
Recommendations are made for 
updating the estimates of covered 
population from year to year and 
for analyzing the composition of 
individual membership groups. ® 

**We have, in fact, made such calcula- 
tions for two groups of workers connected 
with a large manufacturer in the area. 
One group was composed of retired em- 
ployees and the other of factory em- 
ployees. If we assigned the over-all ratio 
of dependents to family subscribers (2.42) 
to the two groups, the retired employees 
would have an estimated total membership 
of 7650 and a hospital utilization rate of 
1425 days per year per thousand members; 
the factory workers would have 3410 mem- 
bers and a utilization rate of 480. When we 
recomputed the dependent membership 
for both groups according to their par- 
ticular age and sex distributions, we 
arrived at a much smaller estimate of 
total membership for the retired group, 
5200 persons, with a utilization rate of 2100. 
For the factory workers, the number of 
members rose slightly to 3510 and the 
utilization rate fell to 470. Thus, the hos- 
pital utilization rate of the retired group 
appeared to be three times as large as the 
factory group’s when the same over-all 
dependents’ ratio was applied to both 
groups. When age-sex specific ratios were 
applied, the retired group had a utilization 


rate 4% times as large as the factory 
group. 


Drug control standards for 
nursing homes 
(Continued from page 78) 


cists will be asked by nursing 
home administrators to serve as 
advisors, or to work with them 
on a part-time consulting basis. 
Many community practitioners of 
pharmacy will be required to 
change their labeling procedures 
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on drugs sold and dispensed to 
nursing home patients. 

If pharmacists are not willing 
to assume responsibility for drug 
handling in nursing homes, they 
should discourage their  state’s 
licensure agency from consider- 
ing the pharmaceutical proposals 
stated in this guide. If even a part 
of them are heeded, then it will 
require the pharmaceutical pro- 
fession in each state to take an 
active role in improving the care 
being given in the nursing homes 
within that state. 


If, on the other hand, pharma- 
cists are willing to assume this 
responsibility, then they should 
urge that states consider the sug- 
gestions of this guide and assist 
national associations to develop a 
sound and workable set of stand- 
ards. In addition, they should 
assist national, state and local 
nursing home associations in the 
task of educating nursing home 
administrators to the necessity of 
intelligent drug evaluation, selec- 
tion, storage, control and utiliza- 
tion. 








Patients’ histories, clinical surveys, 
diagnosis and treatment charts furnish 
your medical staff members essential 
evidence for medical evaluation and 
progress. In your files are the clues 

to future medical discoveries. 


Select and use accurately printed, authoritative 


record forms to help your staff attain its objectives 


of better patient care. Physicians’ Record Company 
STANDARDIZED forms meet the requirements 


of professional agencies by providing for 


concise, clear, and effective reports. 


Wsite por Samyales a 


Reasonable prices, uniform quality, prompt and efficient service 


PHYSICIANS’ RECORD CO. 
3000 South Ridgeland Avenue 


° Berwyn, Illinois ° 


Publishers of Hospital and Medical Records Since 1907 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1-—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 
insertion. 

Contract Rate: 


Six-point body 


lines, 13 pica columns, $1.60 per 
line; eight-point display lines $2.00 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 





SERVICES 


LE TTT 

CONTRACT HOSPITAL HOUSEKEEPING 
SERVICE: Having successfully pioneered 
this relatively new field of Contract Hos- 
pital Housekeeping, we feel qualified to 
solicit your hospital’s housekeeping re- 
sponsibilities. We have established com- 
plete housekeeping programs at six major 
hospitals throughout the country, furnish- 
ing all labor, supervision, supplies, equip- 
ment, insurance, etc., to fulfill this task. 
If you have 150 beds or more, perhaps we 
could relieve your hospital of this trouble- 
some problem. Our efficient methods and 
procedures often result in a money sav- 
ings to the hospital. We would sincerely 
appreciate an opportunity to make a no 
obligation detailed study of your facilities 
So that we could prepare a proposal for 
your consideration. We welcome inspec- 
tions of those hospitals that we now have 
under contract. For more information 
write RED TOP MAINTENANCE SERV- 
ICE, INC., 7018 Central, SE Albuquerque, 
New Mexico. 


FOR SALE 


l1—New ELECTRODYNE D-72 COMBINA- 
TION INTERNAL-EXTERNAL DEFIBRIL- 
LATOR. Regular $897.00. Our price—$795.00 
F.O.B. your hospital in continental U.S.A. 
Mid-South Medical Gases, Inc., 651 Jeffer- 
son Avenue, Memphis 5, Tenn. 











BIG SAVINGS ON “RETURNED-TO- 
NEW” and surplus X-Ray, Autoclaves, 
OR tables, OR lights, diathermies, etc. Re- 
conditioned, guaranteed. Mammoth Stock. 
Hospital equipment bought, sold, traded. 
Mail inquiries invited. TeX-RAY CO., 3305 
Bryan, Dallas, Texas. 





AMERICAN STERILIZER, 24” x 36” x 60”, 
Cyclomatic control, recessed mounted; ex- 
cellent condition. Purchase agent, Monte- 
fiore Hospital, E. 210th Street, Bronx (67), 
New York. 


POSITIONS OPEN 


RESIDENT PHYSICIAN: Winter Park Me- 
morial Hospital Florida—offers an oppor- 
tunity for a resident physician who will 
also be a member of the medical staff. 
For information, write President, Board of 
Trustees, Winter Park Memorial Hospital, 
Winter Park, Florida. 











ANESTHETIST, R.N. preferred. Seventy- 
bed hospital, Northwestern Pennsylvania. 
Hospital fully accredited. Write: Adminis- 
trator, Community Hospital, N. Fraley 
Street, Kane Pennsylvania. 
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cLassfiDY ERTISING 


GENERAL DUTY STAFF NURSES: Vacan- 
cies on all services due to completion of 
new wing which has increased bed capac- 
ity above 400. Private general hospital with 
125 student school of nursing, 3 year di- 
ploma course. University nearby for ad- 
vanced study. 40 hour week. Excéllent 
salary and liberal benefit program, includ- 
ing noncontributory pension plan, in out- 
standing midwestern institution. Centrally 
located in the city and convenient to resi- 
dential and shopping facilities. Living ac- 
commodations adjacent to the hospital 
available at nominal rent. Address HOS- 
PITALS, Box K-71. 





HOSPITAL ADMINISTRATOR, New 160 
bed all psychiatric hospital—full experi- 
ence as hospital administrator required— 
Salary open. State qualifications including 
academic training and background. Spe- 
cialized experience and all relevant data 
as to professional responsibilities. Refer- 
ences required. Valley View Institute, 9171 
Wilshire Boulevard, Beverly Hills, Cali- 
fornia. Atten: F. H. Gottfurcht, Executive 
Director. 





DIETITIANS ADA: (female) National 
management organization with impeccable 
professional reputation offers career- 
minded ADA therapeutic and administra- 
tive dietitians exceptional opportunities as 
members of its professional Hospital Divi- 
sion staff. Attractive starting salary. Trav- 
eling moderate to heavy — depending on 
operational requirements. Paid traveling 
expenses. Future based on individual 
growth potential. Submit complete resume, 
including education, internship and work 
background. All inquiries held in strictest 
— Address HOSPITALS, Box 





Attractive opportunity for ADA REGIS- 
TERED DIETITIAN in 500 bed hospital. 
Selection, training and supervision of di- 
etary employees; planning and writing 
modified diets. Salary commensurate with 
background and experience. Liberal ben- 
efits. Apply Personnel Director, Iowa 
Methodist Hospital, Des Moines, Iowa. 





HOSPITAL ADMINISTRATOR for 154 bed 
general hospital. Degree in administration 
with accounting and management experi- 
ence. Salary $8242 plus liberal fringe bene- 
fits. Send detailed resume experience, 
education, availability to Personnel Officer, 
Government of American Samoa, Pago 
Pago, American Somoa. 





DIETITIAN: preferably registered, or at 
least well-qualified to handle 272-bed gen- 
eral hospital. Salary at least $25.00-$59.00 
per day with room and board. Beaut:ful 
nurses’ home with all private rooms nicely 
furnished. Responsible for preparing menus 
and special diets and supervising person- 
nel in entire department. Purchasing is 
done through full-time purchasing agent. 
Write giving full qualifications to Dover 
General Hospital, Jardine Street, Dover, 
New Jersey, c/o C. T. Barker, Director. 





SUPERVISOR OF NURSES: able to take 
full responsibility of all phases of nursing 
in a 50 bed general hospital. Salary open. 
Based on experience, education etc. Apply 
Administrator: Anderson County Hospital, 
Garnett, Kansas. 





REGISTERED LABORATORY TECHNI- 
CIAN: 90 bed accredited hospital. Male or 
female. Will consider recent graduate who 
has not taken the registry. Good person- 
nel policies; salary open: Administrator, 
Sidney A. Sumby Hospital, River Rouge 
18, Michigan. 





ADMINISTRATIVE ASSISTANT-ANES- 
THETIST: 42 bed Baraga County Memorial 
Hospital expanding to 70 beds with current 
building program. Write: M. Hanson, Ad- 
ministrator, L’Anse, Michigan. 





ASSISTANT SUPERVISOR, EVENINGS 
AND/OR NIGHTS: Full or part time, 400 
bed private general hospital with school 
of nursing. Applicants should be in excel- 
lent health between approximate ages of 
26-45. B.S. degree in nursing or equivalent, 
with previous head nurse or supervisory 
experience required. Liberal salary range 
and employee benefits. Excellent working 
conditions in one of midwest’s formost in- 
stitutions, centrally located in city and 
convenient to outstanding residential and 
shopping facilities. Address HOSPITALS, 
Box K-72 





SUPERVISOR FOR SURGERY AND OB- 
STETRICS: 50 bed general hospital east 
central Kansas. Congenial qualified staff. 
Base salary $330. Other fringe benefits. 
Write Administrator: Anderson County 
Hospital, Garnett, Kansas. 





EXECUTIVE DIRECTOR for new non- 
profit retirement residence about to be 
built by Plymouth Residence, Inc., an af- 
filiate of Plymouth Congregational Church, 
19th and Nicollet, Minneapolis, Minnesota. 
Write for job description and further in- 
formation. 





EXECUTIVE HOUSEKEEPER: $530 to $644 
monthly. Requires college graduate, two 
years administrative housekeeping experi- 
ence; or high school graduate, four years 
administrative experience. Direct staff of 
100 in large teaching hospital. All Civil 
Service Benefits. Apply to Alameda County 
Civil Service, 188 12th Street, Oakland 7, 
California. 





DIETITIAN: Must have hospital experi- 
ence and be qualified to take complete 
charge of Southern California hospital of 
75 beds in Pasadena area on full time 
basis. Salary open. Reply R. M. Mershon, 
Personnel Director, P.O. Box 74, Temple 
City, California. 





REGISTERED RECORD LIBRARIAN: To 
head department in 200 bed general hospi- 
tal. Requires ability to completely reor- 
ganize and manage department of eight em- 
ployees. Excellent fringe benefits, growing 
hospital. Contact Administrator. Ingham 
Medical Hospital, 401 W. Greenlawn, Lans- 
ing Michigan. 





COMBINATION LABORATORY AND 
X-RAY TECHNICIAN in 68 bed hospital. 
Salary commensurate with experience and 
training. Applicant to supervise both de- 
partments. Write: Mrs. Kathryn Hill, Ad- 
ministrator, Ben Hill County Hospital, 
Fitzgerald, Georgia. 





EVENING CLINICAL INSTRUCTOR: 
Should have B.S. degree in nursing edu- 
cation or equivalent, and minimum of two 
years experience in two of the following 
positions: instructor, assistant instructor, 
head nurse. 400 bed private general hos- 
pital with 125 student school of nursing, 
three year diploma course. Address HOS- 
PITALS, Box K-73. 


OUR 64th YEAR 
” WOOD WAR Deseexs 
3 | 


1S) \.Wabash-Chicase. III. 


Founders of the personnel counseling service 
to the medical profession, serving medi- 
cine with distinction over half a century. 


RAndolph 6-5682 


Ann Woodward offers her long estab- 
lished, strictly confidential service to hos- 
pital administrators, physicians, nursing 
executives and others wishing to relocate 
in the medical and hospital fields. Oppor- 
tunities throughout America and abroad. 
To the institution reorganizing or aug- 
menting its staff, brochures of those qual- 
ified to head medical and ancillary de- 
partments or for staff posts will be sub- 
mitted immediately upon request. 





HOSPITALS, J.A.H.A. 





MEDICAL DIRECTOR for St. Joseph’s 
Hospital, Victoria, B. C. Canada. Applicant 
must have a medical degree and training 
in hospital administration or equivalent 
experience. Duties will include responsi- 
bility for liaison with medical staff and 
functional officer of certain professional 
departments. St. Joseph's Hospital has a 
capacity of 448 with plans for immediate 
future expansion. Applications should state 
qualifications, experience, age, salary ex- 
pectation and be addressed to: Sister Mary 
Ann Celesta, Administrator, St. Joseph’s 
Hospital, Victoria, B. C. 





MEDICAL SERVICES 
RUTH STRUM, DIRECTOR 
104 E. 40 Street 
New York City 


To The Physician in need of an associate, 
the institution or hospital seeking com- 
petent hospital personnel or Executive 
Medical staff, we are in touch with quali- 
fied men and women, who are interested 
in relocating. All negotiations strictly con- 
fidential. 





____For Sale 





Please schedule the following advertisement for the 


_Positions Open 


THE MEDICAL BUREAU 
M, Burneice Larson, Chairman of the Board 
900 North Michigan Ave. 
Chicago 11, Illinois 


To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an as- 
sociate, or the institution reorganizing or 
augmenting its staff, Burneice Larson of- 
fers the services of the Medical Bureau. 
All negotiations strictly confidential. Op- 
portunities in all parts of America, includ- 
ing countries outside continental United 
States. 


POSITIONS WANTED 


ADMINISTRATOR: College trained, pro- 
fessional degree. Sixteen years experience 
all phases of administration including fund 
raising and building. Best references in- 
cluding present. F.A.C.H.A. Address HOS- 
PITALS, Box K-74. 








(Clip and Mail) 


HOSPITALS, Journal of the American Hospital Association 
840 North Lake Shore Drive, Chicago 11, Illinois 








ADMINISTRATOR of fine, successful 38- 
bed community hospital desires position as 
Administrator of 60-200 bed hospital or 
ASSISTANT ADMINISTRATOR of larger 
hospital. Bachelor Business Administration 
and Master Hospital Administration de- 
grees. Married, with children. Credentials 
and references on request. Address HOS- 
PITALS, Box K-70. 





HOSPITAL ADMINISTRATOR: Young 
man, 39 years old, desires a relocation as 
a hospital administrator. Twelve years of 
hospital experience all in administration. 
Presently employed as administrator of a 
110 bed hospital. Address HOSPITALS, 
30x K-75. 





EXECUTIVE HOUSEKEEPERS and thor- 
oughly trained, uniformed housekeeping 
personnel. (See our ad under SERVICES 
in this classified section.) 





MD, MPH, CERTIFIED PEDIATRICIAN 
age 35 seeks position in administration or 
medical education. Address HOSPITALS, 
Box K-76 





_ issue(s) of HOSPITALS 


(Date of Publication) 


_Instruction 


eee 


under the following heading: (Thirty-five cents a word; minimum charge $5.00 per insertion.) 


_____—~Pasitions Wanted 


____— Wanted 











[] Bill the Hospital 





[] Check or Money Order Enclosed 








Hospital 





Address 








City & State 
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ENRICH 
YOUR 
PROFESSIONAL 


MIND 







The meticulously planned program presented by the American 
Hospital Association at its 63rd annual meeting in Atlantic City, 
September 25-28, will feature topics designed expressly to enrich 
your professional mind. 

Speakers have been drawn from the ranks of the foremost 
authorities in hospital administration, government, and industry. 

The more than 400 companies exhibiting at the Hospital Mer- 
chandise Mart will add to your store of technical knowledge 
through displays and demonstrations featuring the most ad- 
vanced equipment for patient care. 

Plan now to be in Atlantic City, September 25-28! 


6382 ANNUAL MEETING of the AMERICAN HOSPITAL ASSOCIATION 


For information on hotel reservations, write: 
American Hospital Association 
840 North Lake Shore Drive 
Chicago 11, Illinois 
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TO THE THIRD STAGE OF ANESTHESIA AND BACK- 
EVENLY...RAPIDLY... UNEVENTFULLY 


SURITAL sodium 


ULTRASHORT-ACTING INTRAVENOUS aNEsTHETIC F'rom smooth induction to prompt re- 
covery, SURITAL sodium (thiamylal sodium, Parke-Davis) provides specific 
advantages both for surgical team and patient. Adaptable to most operative 
and manipulative procedures, it assures a uniformly sustained plane of anes- 
thesia, plus low incidence of laryngospasm and bronchospasm with minimal 
respiratory depression. And because SURITAL sodium rarely produces nausea 
or vomiting, it contributes significantly to greater patient comfort. See medical 
brochure for details of administration and dosage. sere 





PARKE-DAVIS 


PARKE, DAVIS &4 COMPANY, Detrot 32, Michigan 
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